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FOREWORD 


———— with this issue, the Quarterly Review of Surgery will classify 
all abstracts of articles and references under the headings indicated in 
the following systematic plan : 


1. Anesthesia and Analgesia 19. Lung 38. Genitourinary Surgery 
2. Pre- and Postoperative 20. Mediastinum 39. Gynecologic Surgery 
Thera 21. Heart , . . ‘ 
apy , ee 40. Vascular Surgery 
3. Surgical Technic ile ee oe 41. Arteries 
4. Surgical Infections 23. Breast 42. Veins 
5. Tumors 24. Diaphragm 43. Orthopedic Surgery 
6. Neurosurgery 25. Abdominal Surgery 44. Fractures 
7. Skull 26. Abdominal Wall 45. Dislocations 
8. Brain 27. Hernia 46. Bones 
9. Spine and Spinal Cord 28. Peritoneum 47. Joints 
10. Peripheral Nerves 29. Stomach and Duode- 48. Tendons 
11. Sympathetic Nervous num ; 49. Amputations 
System 30. Smal! Intestines 50. Traumatic Surgery 
12, Head and Neck Si. Appendix 51. Burns 
“oy oe 32. Colon and Rectum 52. Shock 
' sr 33. Intestinal Obstruction 53. Transfusions 
14. Plastic Surgery 34. Anus = aa 
ie? a , ve. Aa a 54. Wounds 
15. Thyroid and Parathyroid 35. Liver and Biliary 55 Military S 
16. Thoracic Surgery Tract peated scare agri 
17. Chest wall 36. Pancreas 56. Experimental Surgery 
18. Pleura 37. Spleen 57. Miscellaneous 


It is believed that this plan will assist the reader to locate quickly the 
articles of current interest and will prove most helpful in making readily 
available the references necessary in the compilation of bibliographies on 
surgical subjects. Under each classification, immediately following the 
abstracts, there will be published the references to current articles not 
abstracted. 

The decision as to whether an article is to be abstracted, or only the 
reference published, will depend on many factors. Frequently two or 
more articles are published on the same subject in different journals, at 
about the same time. When this occurs we believe it would better serve 
our readers to list the references of articles in the journals of wide circula- 
tion and to abstract the articles from publications or sources not so 
generally available. 

The suggestions and comments of our readers will be gratefully 
received. 

Henry N. Harkins, M.D., Department of Surgery 
Johns Hopkins Hospital, Baltimore, Maryland 
_—— - 
Published Quarterly by 
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314 Randolph Place, N. E. + Washington 2, D. C. 











Subscription rate: $9.00 per year 
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1. Anesthesia and Analgesia 


PEN TOTHAL SODIUM—RANGE OF USEFULNESS, COM- 
PLICATIONS AND THEIR MANAGEMENT 


GrorGE |. THOMAS 


Pittsburgh, Pa. 
J. Indiana State Med. Assoc., 37:5-10, Jan. 1944 


ENTOTHAL sodium is equally, if not more, powerful and rapid 
Pi action than other intravenous anesthetics. “witching and 
jacitation are rare. Postanesthetic nausea and vomiting are less 
frequent, relaxation more satisfactory and recovery more rapid. 
It has a wide range of usefulness, such as: a general anesthesia for 
surgery of the head, breast, extremities, hernias, perineal region, 
etc. It constitutes a rapid and pleasant induction preliminary to 
gas anesthesia and may be used as a supplement to local, spinal 
or caudal anesthesia. 
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A unique method is to give 10 per cent glucose by the con- 
tinuous drop method through one limb of a manifold and pento- 
thal sodium through the opposite limb. ‘The male adapter of the 
manifold is attached to an intravenous needle. ‘This facilitates 
administration of glucose continuously and pentothal intermit- 
tently through a single needle. Pentothal sodium may also be 
used to combat any toxic effect of a local anesthetic by injecting 
intravenously 2 to 4 cc. of a 4 per cent solution. This will counter- 
act the toxic effects of cocaine or its derivatives. Pentothal sodium 
may also be used to relieve convulsive states that occur with drug 
poisoning, tetanus, eclampsia, ether anesthesia, etc. 

Pentothal sodium may be administered rectally or intraven- 
ously. The technic of administration is described in detail. After 
preparation of the operative field and skin, 3 cc. of a 4 per cent 
solution of pentothal sodium is injected during a period of ten to 
fifteen seconds. A pause of seven seconds should follow the 
initial injection, and after the injection of each 2 or 3 cc. of the 
solution. ‘The injections are continued until the desired relaxa- 
tion is obtained. The air passage must be patent. Oxygen must 
be administered with a gas machine or with a nasal adapter or a 
22 French gauge whistletip rubber catheter inserted to a distance 
of 5 inches through the nose and into the pharynx. Caution re- 
garding speed of injection cannot be overemphasized. Adminis- 
tration of oxygen will relieve respiratory depression resulting from 
this form of anesthesia. Atropine may: be administered prophylac- 
tically to prevent such complications as coughing, laryngospasm, 
hiccups and alarming cyanosis or cardiac embarrassment. If they 
occur during anesthesia, the author aspirates the mucus or other 
material in the pharynx, deepens the anesthesia and immediately 
administers nitrous oxide-oxygen under pressure. ‘Trismus can 
also be prevented by preoperative administration of atropine. If 
it occurs during anesthesia, a nasopharyngeal tube should be in- 
serted immediately and oxygen administered ‘under pressure. 
Sneezing during eye surgery may be prevented by instilling two 
drops of 4 per cent cocaine solution: in each eye thirty minutes 
before operation, again ten minutes before operation, and again 
immediately before starting the anesthetic. If an urticarial rash 
develops during anesthesia, the pentothal sodium must be discon- 
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tinued, and 4 to 6 minims of neosynephrin are administered intra- 
muscularly immediately. The anesthetic should then be con- 
tinued with inhalation agents, preferably nitrous oxide or cylopro- 
pane. 

Postanesthetic opiates should be avoided. If the patient does 
not react within two or three hours, a toxic dose of pentothal has 
been administered in which case the patient should be kept warm, 
a patent airway established, and oxygen should be administered 
continuously through a nasal catheter. ‘The mucus should be 
aspirated from the throat, frequently and the patient should be 
placed in a 10 degree Trendelenburg position. One cc. of picro- 
toxin should be given every twenty minutes intravenously until 
a slight twitching of the facial muscles is noted. Then give | to 
3, c¢., picrotoxin intramuscularly every half-hour for four doses; 
and then |, to 3 cc. every hour until the patient reacts. Sucrose 
administered intravenously for diuresis and dehydration of the 
brain and lungs is helpful. Repeated administration of plasma is 
very helpful. However, repeated small transfusions are indicated 
if the patient has lost a moderate amount of blood during the 
operation. | 

Pentothal sodium is contraindicated in patients with mechani- 
cal or physiologic disturbances of respiratory function, in inflam- 
matory conditions of the neck with edema of the glottis, in children 
under 7 to 8 years of age, and in patients with respiratory disturb- 
ance Owing to cardiac decompensation. Pentothal sodium is also 
contraindicated in bronchiectasis, severe anemia and shock, and in 
abdominal surgery when deep relaxation is important. Cases of 
intestinal obstruction react poorly to pentothal sodium alone, 
which should be supplemented by block or spinal anesthesia in 
this type of surgery. Caution is also urged in the use of pentothal 
sodium anesthesia in cases with gross abnormalities of metabolic 
activity, in nasal and oral surgery, coronary disease and hypo- 
tension. When using pentothal sodium for bronchoscopy and 
esophagoscopy, cocainization of the pharynx, larynx and esoph- 
agus is absolutely essential to avoid laryngospasm. 1 reference. 
Discussion by Floyd T. Romberger of Lafayette, Ind.; Lillian 
B. Mueller of Indianapolis, Ind.; Charles N. Combs of . Terre 
Haute, Ind.; Captain Donald S. Thatcher, M.C., U. S. A. 
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TECHNICAL IMPROVEMENTS AND A_ DECLINE IN 
POSTOPERATIVE MORTALITY 


CHARLES N. Comss 


Terre Haute, Ind. 


J. Indiana State Med. Assoc., 37:120-24, March 1944 


This paper is concerned with the chances of the patient for 
leaving the hospital alive after an operation under general anes- 
thesia. The author has reviewed 1,130 hospital postoperative 
deaths. ‘The gross mortality was 4.4 per cent. In the last 5,000 
operations the rate was 3.7 per cent, and in the last thousand only 
2.5 per cent. The necessity for drainage in appendectomies has 
greatly diminished since the advent of the sulfa drugs with a 
corresponding decrease in mortality rate. There is a marked re- 
duction in the mortality rates of cholecystectomy and subhysterec- 
tomy following the use of spinal or cyclopropane anesthesia as 
compared with the earlier statistics of cases operated on under 
general anesthesia. 

The entire series of more than 1,000 deaths were tabulated and 
analyzed under the following headings and sub-headings: A. Ex- 
pected deaths (722, or 64 per cent of the total); B. Unexpected 
deaths (130, or 11 per cent); C. Presumably avoidable deaths 
(278, or 25 per cent); D. The patient’s fault. 

The author concludes that rather than pushing a single agent 
too far, it is better to use combined anesthesia. One may sup- 
plement with an auxiliary agent such as local with pentothal, local 
or pentothal to piece out spinal, or nitrous oxide oxygen with 
pentothal. 

In high, abdominal surgery the use of spinal anesthesia lessens 
the operative time by decreasing the technical and manipulative 
difficulties. Less trauma conduces to fewer atelectatic conditions 
when it is taken into consideration that it is pain which splints the 
diaphragm. There is no doubt that the administrator as well as 
the agent of anesthesia is of great importance and that factors of 
surgical judgment, technical agility, preoperative and postopera- 
tive care play important parts in reducing mortality. Under all 
the anesthetic agents the author has experienced near fatalities. 
Danger lurks in any one of them, and many patients owe their lives 
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to alert observation, prompt remedial measures and a portion of 
luck. 

Under the main headings listed above, the author discusses 
the mortality rates due to such complications as pneumonia, em. 
bolism, uremia or acute urinary suppression, liver deaths, suppura- 
tive surgical parotiditis, acute gastric dilatation, diastasis or de- 
hiscence of the abdominal wound, and paralytic ileus. The part 
played by wrong diagnoses, incorrect evaluation or risk, postopera- 
tive hemorrhage, and errors in surgical technic is also discussed, as 
well as the significance of errors in anesthetic technic and shock. 

Discussion by George M. Rosenheimer of South Bend, Ind.; 
Floyd ‘IT. Romberger of Lafayette, Ind.; and M. C. Topping of 
‘Terre Haute, Ind. 


REFRIGERATION ANESTHESIA IN SURGERY 
VicToR RICHARDS 


Department of Surgery, Stanford University School of Medicine, San Francisco, Calif. 


Ann. Surg., 119:178-200, Feb. 1944 


Following a detailed description of two cases in which refrigera- 
tion anesthesia was used, including one case in which the limb 
was actually refrigerated and then slowly allowed to return to room 
temperature, the author presents a review of the literature on this 
subject. Among other aspects discussed may be mentioned sur- 
vival of the tissues, control of infection by temperature and control 
of shock by temperature. Experimental work on dogs is described 
showing the ill effects of a tourniquet and the beneficial effects of 
lowering the temperature of a part distal to the tourniquet. 

The two indispensable elements for obtaining satisfactory re- 
frigeration anesthesia are: (1) a tourniquet applied tight enough 
to completely obstruct all circulation to the distal parts; and (2) 
ice or other mechanism for maintaining the temperature of the 
ischemic limb between 2° C. and 8° C. until anesthesia is com- 
plete. ‘The tissues must not be frozen. Salt should not be added 
to the ice. After the site of tourniquet application has been chosen, 
icebags are applied around this site for fifteen to twenty minutes 
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to chill it. ‘This renders subsequent application of the tourniquet 
almost painless. A tourniquet is then placed around the chilled 
area, completely occluding all blood flow distal to it. Mild pain 
may be controlled with small doses of morphine. Care must be 
taken to refrigerate all aspects of the limb. The cracked ice or 
ice-bags are contained within a large rubber sheeting. ‘To prevent 
flooding of the bed, the head of the bed is raised and the distal end 
of the rubber sheeting conducts the water into a pail. If a ther- 
mometer is placed next to the skin, the temperature ranges 
between 2° C. and 8° C. A low thigh or midthigh amputation 
requires 2.5 to 3 hours of refrigeration, the upper leg 2 to 2.5 
hours, the lower leg 1.5 to 2 hours. The ice is not removed until 
the patient is in the operating room, and the tourniquet is removed 
on completion of the operative procedure. Complete anesthesia 
lasts from | to 1.5 hours, depending upon how careful the operator 
is to avoid heating of the exposed tissues. Chilled saline has been 
recommended for moistening the tissues and instruments. 

If the amputation is to be below the knee, the patient may sit 
in a chair with his legs in a bucket of ice water. Various mechani- 
cal devices have been suggested to facilitate refrigeration (ther- 
mostatically controlled electrical refrigerators, etc.). _Postopera- 
tively, the usual pressure dressing to:and immobilization of the 
stump is carried out, and the stump is surrounded with ice-bags, 
the number of which is gradually decreased during the ensuing 
forty-eight to seventy-two hours. By the fourth day no further 
cooling-ef the stump is necessary. ‘ Healing is slightly slowed by 
cooling. Skin sutures should not be removed before the tenth to 
twelfth day. Rapid healing is undesirable in infected cases. Pneu- 
monia is a definite complication from this method of anesthesia 
particularly in the elderly, toxic or poor-risk patient. Precautionary 
measures are described and, if pneumonia or atelectasis develop, 
full doses of a sulfonamide should be administered. 

The author concludes that many of the advocated advantages 
of refrigeration for conditions other than amputation seem unten- 
able. Bacterial growth is retarded, but so also is the tissue re- 
sponse to inflammation, so that on release of the cooling this re- 
action may be aggravated. Refrigeration anesthesia has decided 
advantages in control of shock, hemorrhage and infection if sacri- 
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fice of the limb has been decided upon. Lower amputations are 
permissible, necrosis of the stump is lessened, amputation may be 
done in a potentially infected field, and subsequent drainage of in- 
fection and healing of the stump may be controlled by postop- 
erative cooling. 24 references. 12 figures. 


CONTINUOUS ADMINISTRATION OF INTRAVENOUS 
ANAESTHESIA 


F. W. Roserts and R. A. SELLICK 
Middlesex Hospital, London, England 
Brit. M. J., 2:813-14, Dec. 25, 1943 


At the Middlesex Hospital, a positive pressure drip saline in- 
fusion apparatus is employed for continuous administration of 
intravenous anesthesia with 5 per cent pentothal sodium. Anes- 
thesia is induced with 0.5 gm. of pentothal in this solution. Then 
the patient is placed in the desired position on the table; one arm 
is bound to a splint and the tourniquet applied. The drip is then 
started at the rate of 40 to 50 drops a minute; the needle is fixed 
in place with adhesive tape. Further injections of 5 per cent solu- 
tion of pentothal are made as necessary by syringe and needle into 
the pressure tubing; accurate doses of pentothal can be given in 
this way and their effect can be rapidly determined. ‘This method 
eliminates the use of long lengths of tubing, and the use of Y 
tubing, which also lessens the weight on the arm, and thus there 
is less chance for dislodging the needle. Supplementary nitrous- 
oxide oxygen anesthesia is employed as a rule with intravenous 
pentothal sodium. It has been found that such supplementary 
anesthesia reduces the amount of pentothal needed to maintain 
complete anesthesia, and thus reduces postoperative respiratory de- 
pression “toa minimum.” The movements of the rebreathing bag 
provide ‘‘a continuous visual indication” of the patency of the air- 
way and also of the volume of respiratory exchange. If desirable, 
the percentage of oxygen‘can be increased to overcome anoxia 
due to shallow respiration: If apnea occurs, rhythmical pressure 
on a rebreathing bag filled with oxygen is the most efficient method 
or artificial respiration. 
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CONTINUOUS INTRAVENOUS ADRENALINE IN SPINAL 
ANAESTHESIA FOR THE CONTROL OF BLOOD 
PRESSURE 
FRANKIS EVANS 


St. Bartholomew's Hospital, London, England 


Lancet, 1:15-17, Jan. 1, 1944 


‘The administration of adrenaline by intravenous drip has been 
employed by the author to maintain blood pressure during spinal 
anesthesia. A stilette is introduced into a suitable vein in the 
forearm and attached to a saline drip apparatus. If ordinary sterile 
hospital saline is used, carbon dioxide should be bubbled through 
it before adding the adrenaline, to prevent oxidation. ‘The author 
has not found this necessary if “Vacoliter’’ or “Sterivac’’ saline 1s 
used. A blood-pressure cuff is attached to the opposite arm. The 
saline is dripped into the vein at a rate of 80 or 90 drops per minute 
for about twenty seconds to clear the cannula of blood, and then 
at the rate of 50 drops per minute. ‘The adrenaline is not added to 
the saline until after the spinal anesthetic has been introduced and 
the patient is turned on his back. The author has found the best 
strength of adrenaline to be 1:250,000; this is obtained by adding 
2 cc. of 1:1,000 solution to 500 ce. of the saline. The speed of the 
drip is regulated so as to maintain the patient's blood pressure 
somewhat below normal, at about 110 mm. Hg for a patient whose 
normal pressure is 140: and 130 mm. Hg for patients with high 
blood pressure. The usual speed of the drip is 40 to 60 drops per 
minute. Adrenaline has no cumulative action and the drip is 
continued postoperatively if ‘‘a long-acting” spinal anesthetic such 
as Nupercaine is used. As the patient’s “own blood-pressure con- 
trol mechanism” begins to act, the drip is slowed and ultimately 
stopped. The drug may be stopped for a minute and the blood 
pressure determined; if the pressure falls during this interval, the 
drip is continued for a time. If the dosage of adrenaline is care- 
fully regulated, there are no ill effects. Since using this method, 
the author has found it possible to submit poor-risk patients to 
operations that would previously have been considered “inadvis- 
able.” In 138 major abdominal operations in which this method 
has been used, there were no deaths. ‘This technique is not neces- 
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sary in every case in which spinal anesthesia is used, but is indi- 
cated especially in high spinal block and in poor-risk cases. 


REMOVAL OF ETHER VAPOUR DURING ANAESTHESIA 
H. G. Epstein 


Univ. of Oxford, Oxford, England 
Lancet, 1:114-16, Jan. 22, 1944 


The hazard of explosion is present when ether anesthesia is 
used near electrical equipment or an open fire. This hazard 
is increased if a number of operations are done in a small room 
without adequate ventilation. Ether vapor can be removed from 
the expired air by means of activated charcoal; absorbers filled with 
this material have been constructed. For hospital use, either a 
“medium-capacity”’ or a “large-capacity” absorber is suitable. ‘Tests 
have shown that the former can be used for an average of one hour 
and ten minutes, the latter for two and a half hours, before traces 
of ether appear in the outflow. In emergencies the canisters sup- 
plied with Service gas masks can be used. When the absorber is 
used with ether anesthesia, the face mask has ‘‘a T-piece”’ contain- 
ing inspiratory and expiratory rubber flap valves; the expiratory 
valve is as near the face mask as possible. “The connection between 
the face mask and the absorber, through which the expired air 
passes, must be of large bore, not less than 1.5 cm. internal diame- 
ter. The process of absorption generates heat; the distance between 
the interior of the activated charcoal layer and the walls of the 
absorber is kept small, to prevent the absorber getting too hot, and, 
if possible, the absorber is surrounded with a water jacket. When 
the activated charcoal is exhausted, it can be discarded and can be 
returned to “suppliers” for regeneration, or can be regenerated at 


the hospital if an electric oven with a temperature regulator is 
available. 
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RECENT DEVELOPMENTS IN INTRAVENOUS ANES- 
THESIA 
RicHARD B. Puitities (Commander, M.C., U.S.N.R.) 
U. 8S. Nav. M. Bull., 42:592-97, March 1944 


Intravenous anesthesia has been proved to be one of the most 
useful forms of anesthesia, and in war surgery it is especially useful. 
The author employs a 214 per cent solution of pentothal, but 
states that in combat areas “where syringes may be few and where 
water may be scarce,” a 5 per cent solution may be employed. In- 
sertion of the needle into the vein is usually easy and induction of 
anesthesia with intravenous pentothal is more rapid than with 
any other method, while it is also easy and pleasant for the patient. 
Less pentothal is required if nembutal (11% grains) is given the 
night before operation and again early on the morning of opera- 
tion. Premedication with morphine and atropine is also important. 
In inducing anesthesia with pentothal 3 cc. of the 214 per cent so- 
lution are injected within seven or eight seconds, then the patient 
is asked to start counting slowly; another 3 cc. are injected in the 
next sixty seconds and 2 cc. in the following thirty seconds; this 
dosage of 10 cc. of the solution (250 mg. pentothal) is usually 
sufficient to put the patient asleep, but not to give surgical anes- 
thesia in most cases. As a rule a total dose of 14 to 16 cc. of the 
21% per cent solution given in three to four minutes is required 
to obtain a “surgical depth” of anesthesia; in some cases as much 
as 24 cc. is necessary. Patients under intravenous pentothal anes- 
thesia must be carefully watched with special attention to the rate 
and depth of respiration; maintenance of a good airway; amount 
of pentothal used “to any given point” and the patient's reaction 
to it; the patient’s color; the degree of muscular relaxation. A 
pharyngeal airway is usually inserted when the anesthesia is suf- 
ficiently deep. When surgical anesthesia is obtained, respiration 
will be abdominal and often very shallow. Oxygen may be given 
by the nurse or assistant when indicated. In 20 cases recently oper- 
ated upon under intravenous pentothal anesthesia, the amount of 
pentothal used varied from 225 mg. for removal of a pack from a 
posterior resection to 2,625 mg. for resection of four ribs and ex- 
ploration of an empyema cavity. ‘The amount necessary depends 
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not only upon the length of the operation but also on the type of 
patient. Young, strong patients require more and larger doses 
than weak, sick or elderly patients. A brief review of recent liter- 
ature on intravenous pentothal anesthesia is given. 


THE USE OF CURARE IN ANESTHESIA AND FOR OTHER 
CLINICAL PURPOSES 


HAROLD R. GRIFFITH 


Homeopathic Hospital of Montreal, Montreal, Canada 


Canad. M.A.J., 50:144-47, Feb. 1944 


Curare is used in the form of intocostrin which is standardized 
so that each cc. contains 20 mg. of the pure curare substance. With 
modern methods of anesthesia, inadequate muscular relaxation is 
not a common complication, but the author has found that in some 
cases the patient is not sufficiently relaxed for an upper abdominal 
exploration or to close a friable peritoneum. In such cases the in- 
travenous administration of intocostrin produces “a dramatic and 
complete”’ relaxation of the skeletal muscles in less than a minute; 
5 cc. of intocostrin is the dose usually employed for the average 
adult. The intravenous injection of this amount is given quite 
rapidly without causing local reaction or thrombosis. The author 
has never observed any appreciable effect of the drug on pulse or 
blood pressure. It does, however, cause respiratory depression, 
and in a few cases even cessation of respiration. But, with modern 
anesthesia technique, all provisions are made for artificial control 
of respiration, so that this effect of curare is not a cause of worry. 
The author has used curare in only 90 cases; its use is reserved for 
those cases in which muscular relaxation is definitely inadequate. 
It is a potentially dangerous drug and should not be used “‘indis- 
criminately” or by those unskilled in anesthesia technique. 

REFERENCES TO CURRENT ARTICLES 
The Use of Naphthocaine as a Local Anesthetic in Ophthalmology. Roy 
Allen Stewart, Baltimore, Md. Am. J. Ophth., 27:178-79, Feb. 1944. 
Twenty-five Years of Spinal Anesthesia. With a Report of 1,020 consecu- 


tive cases. Morris Joseph, Passaic, N. J. J. Med. Soc. New Jersey, 
11:6-10, Jan. 1944, 
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Shockless Surgery with Refrigeration Anesthesia. Leonard C. Hallendort 
and Edwin B. Winnett, Des Moines, la. J]. lowa State Med. Soc., 34:13-15, 
Jan. 1944. 

Anesthesia of Protoplasm. Frank H. Kelly, Argos, Ind. J. Ind. State M. 
Soc., 37:17-18, Jan. 1944. 


The Use of Sodium Pentothal with Nitrous Oxide-Oxygen-Ether Anes- 
thesia. Angus M. Brooks (Lieutenant, M.C., U.S.N.). U. S. Nav. M. 
Bull., 42:598-600, March 1944. 


Intravenous Administration of an Anesthetic Agent; a Comparison of the 
Technic for Robust Patients and for Patients in Shock. John S. Lundy, 
R. Charles Adams and Thomas H. Sheldon. U.S. Nav. M. Bull., #2:11- 
16, Jan. 1944. 


Spinal Anesthesia and the Severely Wounded. Leonid Watter. Am. J. 
Surg., 63:348-51, March 1944. (Review of literature and discussion.) 


2. Pre- and Postoperative Therapy 


POSTOPERATIVE PULMONARY ATELECTASIS 
James M. MarsHact (Lieut. Commander, M.C., U.S.N.R.) 


U.S. Nav. M. Bull., 42:601-6, March 1944 


In 210 consecutive major abdominal and kidney operations, | | 
patients developed pulmonary atelectasis postoperatively. ‘he 
operative procedure in these cases included 4 inguinal hernioplas- 
tics, 3 upper abdominal operations, 2 pelviolithotomies, one ap- 
pendectomy and one operation for removal of lower abdominal 
adhesions. In the 2 kidney operations, both patients developed 
atelectasis on the unoperated side; this is attributed to dependent 
gravity drainage to the side on which the patient is lying during 
the operation. In the 210 operations spinal anesthesia was used 
in 191 cases, procaine-pontocaine in 117 cases, and procaine hydro- 
chloride in 74 cases. Nine of the 11 cases of atelectasis developed 
in the group given procaine-pontocaine spinal anesthesia, only | 
case of atelectasis developed in the group given procaine hydro- 
chloride spinal anesthesia. ‘The prolongation of anesthesia with 


the procaine-pontocaine mixture, with attendant paralysis of the 





QUARTERLY REVIEW OF SURGERY 249 





accessory muscles of respiration, was undoubtedly a factor in the 
production of atelectasis. A sudden rise in temperature and pulse 
and respiratory rates within forty-eight hours after operation is 
suggestive of pulmonary atelectasis; diagnosis was confirmed in the 
author’s cases by the x-ray findings. All the patients with pul- 
monary atelectasis recovered without developing pneumonia and 
without residual pulmonary lesions. ‘They were all treated with 
forced deep breathing, forced coughing with thoracic compression 
by the hands of physician or nurse, and frequent forced change 
of position. In 3 cases aspiration with a tracheal catheter was done, 
but bronchoscopic respiration was not necessary in any case. Sul- 
fonamide therapy was “initiated promptly” in each case, and this 
“may be one of the reasons” why none of these patients developed 
pneumonia. 


POSTOPERATIVE PULMONARY EMBOLISM. STATIS- 
TICAL ANALYSIS OF CASES OCCURRING DURING 
1940 IN ST. ANTHONY'S HOSPITAL, CHICAGO 


ROBERT JOHNSON 


Chicago, Il. 
Illinois M.J., 85:13-16, Jan. 1944 


This report is submitted because it is believed to represent 
the experience of the average American non-teaching general hos- 
pital. During 1940 there were 11 cases of postoperative embolism, 
all of which complicated major surgery. ‘This is an incidence of 
().3 per cent in the total number of surgical cases, none in minor 
surgery and | per cent in major surgical operations. ‘There were 
six deaths, or a mortality rate of 54.5 per cent. “wo patients ob- 
viously died from other causes, so that the corrected mortality is 
36.5 per cent. About one-half of the patients were 55 years or over. 
‘The stay in the hospital varied from eleven to seventy-one days, the 
average being twenty-five days. The time of onset of embolism 
varied from the first to the twentieth day postoperative. Six cases 
(54.6 per cent) occurred on the eleventh or twelfth day postopera- 
tive. In all cases the operations had been in or near the pelvis. 
There was evidence of infection present in 9 of the 11 cases. The 
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percentage of occurrence per type of operation is listed, and the 
predisposing factors and preimonitory symptoms are discussed. A 
description of a typical case is presented. A definite program for 
these cases was adopted by the surgical committee and approved 
by the staff. Cards.were printed, framed and hung in every chart 
room and interne’s room, and one is reproduced here as being of 
possible value to hospitals not having a definite program for the 
treatment of the emergency phase of pulmonary embolism. 


PULMONARY EMBOLISM 


Recognition 
Sudden onset of severe shock with rapid.and weak pulse, rest- 
lessness, difficult breathing, rapid breathing, sweating and pallor, 
pain in chest, fainting, collapse or unconsciousness. Apt to be in 
a patient over middle age, who has phlebitis, or is convalescing 
from an operation or delivery. 


Emergency Treatment 

By NURSE 

1. Put in semi-sitting position. 

2. Start oxygen by catheter or mask immediately. 

3. Give 1-75 grain atropine sulfate, hypodermically, immediately. 

4. Call interne. 

By INTERNE 

1. Give a second dose of 1-60 to 1-75 grain atropine sulfate intravenously 
(if previous injection has not caused flushing of face and dilation of 
pupil). 

2. In any case give 1% grain papaverine hydrochloride intravenously. 

3. Call attending physician as soon as emergent duties are performed. 

4. Repeat atropine and papaverine (about same until certain of improve- 
ment, then three or four until certain improvement, then three or 
four times a day). 


LATER MANAGEMENT 


1. Take blood pressure hourly. 

Take temperature, pulse and respirations hourly. 

Take white blood count as soon as patient’s condition permits. 

Take history and make physical examination of the chest with careful 
recording. 

X-ray of chest (bedside) and electrocardiograph (bedside). 

6. Consider heparin intravenously and surgical treatment at site of origin, 

such as saphenous ligation, etc. 


ym ge Po 
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NOTE: 
Morphine, adrenalin or digitalis to be used with caution. 


Above treatment is not harmful in cerebral embolism or coronary 
artery disease. 





7 references. | table. 


PROBLEMS OF POSTOPERATIVE THROMBOPHLEBITIS 
AND PULMONARY EMBOLISM 


James A. Evans 


Department of Internal Medicine, Lahey Clinic, Boston, Mass. 


Connecticut State J. Med., 8:71-75, Feb. 1944 


In the three months January, February and March, 1942, pul- 
monary embolism occurred 15 times in the New England Dea- 
coness Hospital and New England Baptist Hospital as a postopera- 
tive complication, following about 550 major operations (an inci- 
dence of 1.8 per cent). Postoperative pulmonary embolism is 
more apt to arise from silent unrecognized areas of phlebothrom- 
bosis than from clinically recognized thrombophlebitis. ‘This is 
true even if thrombophlebitis exists. “The most important pro- 
phylactic measures are exercises of the feet in bed, heat and 
postoperative protection by dicumarol of the patient who has al- 
ready had a venous thrombosis. A warning benign pulmonary 
embolism in a patient over 50 years of age is an indication for 
venous section and ligation if the source of the embolism can be 
recognized. A venogram should be done, however, on the sup- 
posedly normal leg. An accumulation of more statistics is neces- 
sary before anticoagulation therapy with heparin and dicumarol 
can be considered a safe preventive of pulmonary embolisin, and 
venous section and ligation can be omitted. 

In a series of 57 cases of postoperative venous thrombosis 
treated by combined heparin and dicumarol, one subsequent pul- 
monary embolism and one fatal pulmonary embolism occurred. 
Paravertebral procaine sympathetic block is reserved for patients 
with thrombophlebitis. ‘The sulfonamide drugs are a useful ad- 
junct in the treatment of thrombophlebitis. Papaverine is used to 
relax arterial reflex spasm. 
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Dicumarol is given to prolong prothrombin time of the blood 
and thus delay intravascular clotting. ‘There is usually a latent 
period of from two to five days before the prothrombin percentage 
drops adequately. During this period heparin is administered 
either by the constant intravenous drip method or by the intrave- 
nous administration of 2 cc. heparin in 20 cc. saline every four 
hours. [he dosage of heparin is controlled by its effect on the 
clotting time measured every twelve hours and dicumarol dosage 
by the prothrombin percentage determined every morning. An 
attempt is made to hold the clotting time to between twenty and 
forty minutes, and when the prothrombin percentage has dropped 
to between 70 and 75 per cent heparin is discontinued. The 
prothrombin percentage is kept between 50 and 60 per cent until 
the patient is ambulatory, when dicumarol is discontinued. ‘The 
average initial dose of dicumarol is 300 mg. for a patient over 150 
pounds, and 200 mg. for a patient under this weight. A daily dose 
of 100 mg. is given to maintain the prothrombin level between 
50 and 60 per cent. 

In a series of 71 patients given dicumarol for various throm- 
botic emergencies, both venous and arterial, there were two deaths 
from hemorrhage as the result of dicumarol poisoning and 6 other 
hemorrhagic accidents. Such accidents may be avoided by observ- 
ing the following precautions: (1) dicumarol should not be given 
to patients with hepatic damage, especially if reduction in pro- 
thrombin percentage has already occurred; (2) dicumarol is con- 
traindicated in hemorrhagic diathesis, except after curative splenec- 
tomy; (3) the morning prothrombin percentage should be ob- 
tained before the daily afternoon dose of dicumarol is given. 
Papaverine in 0.5 to | grain doses will relieve spasm of the arterial 
tree. ‘In pulmonary embolism it should be given routinely and 
for every three hours as long as shock or respiratory distress per- 
sists. 8 references. 2 figures. 


a=. 


QUARTERLY REVIEW OF SURGERY 253 


PROLONGED ANTICOAGULANT ACTION OF HEPARIN 
IN A BEESWAX MIXTURE 
J. C. Bryson and C. F. Cope 


Proc. Statl Meetings Mayo Clinic, 19:100-108, Feb. 23, 1944 


It has been demonstrated that placing histamine or desoxy- 
corticosterone acetate in a mixture containing beeswax will pro- 
long the action of these substances when they are injected into the 
body. In the present study the procedure of compounding drugs 
with beeswax to obtain extended action has been applied to 
heparin. ‘This was undertaken in the hope of obtaining a more 
convenient method of administering heparin than the intravenous 
procedure required when heparin is given in watery solution. 
Finely powdered heparin was suspended in a beeswax-sesame oil 
mixture and injected into dogs. Following injections of 100 to 
150 mg. of heparin, in 0.5 to 1.5 cc. of the beeswax mixture, the 
coagulation time of the blood was increased for periods which 
ranged from seventeen to seventy hours. In most instances, the 
coagulation time during these periods was within satisfactory 
therapeutic limits. ‘Chis method was tried in 4 patients during 
the first few days after operations which are occasionally followed 
by phlebitis and pulmonary embolism. It was found that 200 
mg. of heparin in 2 cc. of the 10 per cent mixture of beeswax was 
the best standard, although variations are necessary at times. Half 
of the dose of heparin in beeswax was injected into each gluteal 
region. Procaine hydrochloride was injected first and was fol- 
lowed by the mixture of heparin. ‘The mixture does no harm. 
A distinct elevation in the clotting time of the blood was produced 
in each case, with some degree of rise in four hours and a marked 
rise in eight hours. “he peak of the reaction is reached in twenty- 
four hours, when a plateau is developed and is maintained for 
three to five days. Repeated doses prolong the plateau to seven or 
more days. 

The advantage of this treatment over the continuous intrave- 
nous injection of heparin is obvious. Comparison of the results 
with the effects of dicumarol should be made next. The hope now 
is that the administration of heparin in beeswax may offer a 
simpler approach to the problem. 6 references. 3 figures. 
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| This method seems very promising and may eliminate many 
of the difficulties in prolonged heparin dosage.—Eb. | 


THE USE OF DICUMAROL IN SURGERY 


NELSON W. BARKER 


Mayo Clinic, Rochester, Minn. 
Minnesota Med., 27:102-6, Feb. 1944 


Dicumarol was given by mouth in 624 surgical patients at the 
Mayo Clinic during the immediate postoperative period. ‘The 
first group treated consisted of 111 patients who had had pul- 
monary embolism or infarction and had survived; subsequent 
thrombosis developed in only 2 of these patients, and there was no 
case of fatal pulmonary embolism. In a control group of 678 
patients who had also had pulmonary embolism or infarction and 
were not given any anticoagulant, 207 subsequently developed 
venous thrombosis, pulmonary embolism or infarction, and pul- 
monary embolism was fatal in 124 cases or 18.3 per cent. Dicu- 
marol was given to another group of 83 patients who had post- 
operative thrombophlebitis; further thrombophlebitis developed 
in only 2 cases, and none developed embolism. On the basis of 
previous experience at the Clinic, the expected incidence of fatal 
pulmonary embolism in this group was 5.7 per cent. A third 
group of 30 patients were given dicumarol, because they had had 
thrombophlebitis or pulmonary embolism following a previous 
operation; neither thrombosis nor embolism occurred in any of 
this group. Accurate statistics as to the probable incidence of 
thrombosis and embolism in these patients are not available, but 
such data as are available indicate that the risk of some thrombosis 
or embolism in cases of this type is about 40 per cent and of fatal 
embolism about 10 per cent. In 259 patients dicumarol was given 
“purely for prophylactic purposes’ after abdominal hysterectomy; 
thrombosis or embolism did not occur in any case. On the basis 
of previous experience, the expected incidence of thrombosis in 
this group was 4 per cent and, of fatal embolism, 0.7 per cent. 
Dicumarol was also given prophylactically to 141 patients after 
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various types of operation, because of obesity, varicose veins, 
anemia, heart disease, or unavoidable trauma to veins at operation, 
which conditions were considered to increase the risk of postopera- 
tive thrombosis and embolism. None of these patients developed 
either thrombosis or embolism. ‘There was no evidence that 
dicumarol had any effect on thrombosis or embolism that had oc- 
curred, but that it prevented further extension of any thrombosis 
present and thus diminished the risk of embolism, as well as pre- 
venting the development of postoperative thrombosis when given 
prophylactically. 

The increase in prothrombin time following the-administra- 
tion of dicumarol may cause increased bleeding. In the 624 cases 
in this series, treated with dicumarol, minor bleeding occurred in 
5.3 per cent; “major bleeding,” controlled by blood transfusion, 
occurred in 3.2 per cent. The dosage of dicumarol was controlled 
by daily determinations of the prothrombin time, using Magath’s 
modification of Quick’s method. With this method normal pro- 
thrombin time is from eighteen to twenty-two seconds. It has 
been found that thrombosis rarely occurs if the prothrombin time 
is greater than twenty-seven seconds, and bleeding rarerly occurs 
if it is less than sixty seconds. ‘Thus it is desirable to keep the 
prothrombin time between twenty-seven and sixty seconds during 
the administration of dicumarol. In cases in which pulmonary 
embolism or thrombosis had developed, 300 mg. of dicumarol 
were given as soon as the diagnosis was made. A dose of 200 mg. 
was given on the following day, and this dose was usually repeated 
daily as long as the prothrombin time was less than thirty-five 
seconds. In some cases, 100 mg. were used as a daily dose if the 
patient was sensitive to drugs, and in other patients resistant to its 
action a daily dose of 300 mg. was necessary. If the drug was used 
“purely for prophylactic purposes,” its administration was begun 
on the third postoperative day. The prothrombin time was kept 
above normal until the patient was ambulatory, and then was al- 
lowed to return to normal; in some cases the prothrombin time 
was kept above normal for over two months without ill effect. The 
effect of dicumarol on prothrombin time is “not immediate’; the 
prothrombin time does not usually exceed thirty-five seconds until 
twenty-four to seventy-two hours after administration of dicumarol 
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is begun. If “an immediate anticoagulant” is indicated, the ad- 
ministration of heparin and: dicumarol should be begun at the 
same time. Heparin does not aftect the prothrombin time, so that 
this can be used as an index of the effect of dicumarol alone. The 
use of dicumarol is absolutely contraindicated in cases of subacute 
bacterial endocarditis, renal insufficiency, purpura, blood dyscra- 
sias with tendency to bleeding, and existing prothrombin defi- 
ciency such as may occur in hepatic disease with jaundice and 
malnutrition. 

[Some workers have had a higher incidence of hemorrhage 
after dicumarol than is reported by these authors.—Ep. | 


PROTEIN DEFICIENCY EN SURGICAL PATIENTS 
Kari A. Meyer and DonaLp D. Kozo.Ly 


Northwestern Univ. Medical School, Chicago, Il. 
Surg., Gynec. & Obst., 78:181-90, Feb. 1944 


In a study of plasma proteins in 278 surgical patients a definite 
hypoproteinemia was found most frequently in bleeding peptic 
ulcer, carcinoma of the gastrointestinal tract, intestinal obstruction 
and fistulas. In all these cases except peptic ulcer the hypoprotein- 
emia was “aggravated” by surgery. In a study of the effect of 
parenteral administration of various fluids on hypoproteinemia, it 
was found that whole blood was more efhcient than plasma in re- 
storing plasma proteins, owing to the value of hemoglobin as a 
source of protein. ‘The most striking and consistent improvement 
was observed when a combination of whole blood and amino acids 
was given in amounts of 2,000 cc. or over. Daily determinations 
of plasma proteins, hematocrit and hemoglobin should be made 
to determine what fluids or combination of fluids should be given 
in the postoperative period. ‘The authors are of the opinion that 
further trial of the combination of whole blood and amino acids 
should be made. 
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REFERENCES TO CURRENT ARTICLES 
Nervous Regulation of Clotting Mechanism. Géza de Takats. Arch. Surg., 
48:105-8, Feb. 1944. (Finds that prostigmine, “a drug frequently used as 
postoperative medication,” lessens the tendency to thrombosis, by its 
cholinergic action.) 


Parenterally Administered Amino Acids as a Source of Protein in Man. 
S. H. Bassett, R. R. Woods, F. W. Shull and S. C. Madden. New Eng- 
land J. Med., 250:106-8, Jan. 27, 1944. (Report of a case.) 

Hypoproteinemia; the Clinical Relationship of Proteins and the Protein 
Metabolism to Therapy, with Special Reference to Surgery. Abraham 
O. Wilensky. Arch. Surg., 48:36-52, Jan. 1944. 

Dicumarol Therapy in Thrombotic Emergencies. James A. Evans, Lahey 
Clinic, Boston, Mass. New England J. Med., 230:131-35, Feb. 3, 1944. 


3. Surgical Technic 


STEEL WIRE SUTURES 
Harry D. Vickers (Lieutenant, M.C., U.S.N.R.) 


U. S. Nav. M. Bull., 42:140-43, Jan. 1944 


‘The author advocates early rising and “early ambulation” after 
nonmilitary abdominal operations, especially after appendectomy 
or herniorrhaphies. ‘This is especially advantageous in promoting 
morale, increasing sickbay facilities and conserving manpower 
aboard ship, but is also of value in hospitals, especially because it 
minimizes peripheral and vascular complications after operation. 
After an appendectomy or similar abdominal operation, exercises 
in bed, such as turning and flexing the thighs, are begun as soon 
as the patient recovers from the anesthetic and immediate shock 
of the operation. By evening the patient is lifted so that he can sit 
on the side of the bed as long as he feels comfortable in that posi- 
tion. By the next morning he is allowed to stand and encouraged 
to walk to the bathroom; after this he spends much of his time in 
a chair, and the amount of walking is gradually increased. Certain 
factors in surgical technique are important if early rising and am- 
bulation are to be possible; these include muscle-splitting incisions, 
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avoidance of trauma to tissues and the use of non-absorbable 
sutures. Steel wire (18-8 alloy stainless steel introduced by W. W. 
Babcock) is the suture material of choice, in the author’s opinion. 
It is well tolerated by ‘“‘almost every tissue in the body’; it does 
not harbor or act as a focus for bacteria; it is easily sterilized and 
well adapted to chemical sterilization (often necessary under war 
conditions). Because well tolerated by tissues, it does not cause 
edema, thickening or infiltration in the wound. Knots are tied 
with the needle holder and the ends cut short. With steel wire 
sutures, tissues are only approximated, and sutures are not tied 
so tightly as to cause strangulation of the enclosed tissue. The most 
useful gages of steel wire suture are No. 35 and No. 32; No. 35 is 
recommended by the author for general use, and No. 32 for closing 
fascial layers in heavy patients, for closing the abdomen in one 
layer “if the surgeon so desires’’ and for ligating the larger blood 
vessels. Wire suture has relatively great tensile strength and thus 
insures “‘an incisional security,’’ which facilitates early rising and 
ambulation. 


COTTON SUTURE MATERIAL; IMPORTANCE OF 
SURGICAL PRINCIPLES 


Burorp Worp (Lieut. Col., M.C., A.U.S.) and Clayton E. Brock 
(Captain, M.C, A.U.S.) 
Am. J. Surg., 63:371-76, March 1944 


The greatest advantage in the use of cotton thread as a suture, 
in the authors’ experience, is its “‘delicacy’’ as compared with cat- 
gut; this serves as a constant reminder to the surgeon that he “must 
be more gentle in handling the suture as well as the tissues.” In 
the use of cotton suture the observance of fundamental surgical 
principles is as important as with any other type of suture. The 
fundamental principles are gentleness in handling tissues, meticu- 
lous hemostasis, accurate apposition of divided structures without 
tension, and “‘patient attention to detail.” In 198 clean surgical 
cases in which cotton suture material was employed, there were 
195 in which the wound healed by primary union, and 3 in which 
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wound infection occurred (sinus formation in 2). In 22 con- 
taminated cases, 19 healed by primary union and 3 wound infec- 
tions occurred. In all instances in which infection developed in 
clean cases, some of the “fundamental principles” of good surgical 
technique had been violated. In one case cotton was mixed with 
catgut and employed as a running suture. The “meticulous” 
technique required with cotton prolongs the operation in the 
authors’ experience. However, when this technique is carried 
out, ‘““‘wounds heal faster, with a minimal reaction, and with less 
discomfort to the patient.’”’ In many respects cotton is an “ideal 
suture material,” but the authors’ experience has convinced them 
that the small size of the suture and attention to “minute details 
in placing the suture in the tissues’’ are of more importance than 
the type of suture employed. 
[This last sentence deserves special emphasis.—Eb. | 


THE USE OF MOSS AS A SURGICAL DRESSING 


C. W. Mayo (Lieut. Col., M.C., U.S.A.) and E. G. WAKEFIELD 


Proc. Staff Meetings Mayo Clinic, 19:65-66, Feb. 9, 1944 


In war times with its blockades of countries where cotton does 
not grow, moss is being used as a substitute for cotton for surgical 
dressings. Spanish or Florida tree moss will take up from 6 to 10 
times its dry weight in water. ‘The best results are obtained if the 
moss is dried slowly at ordinary temperatures, as, for instance, on a 
normal summer day in the open air. Moss dried under these con- 
ditions remains soft and elastic. Under emergency conditions it is 
well to remember that a well-dried or cured moss is easily steriliz- 
able under the same conditions of sterilization required for cotton 
or gauze dressings. 
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WOUND DISRUPTION AND CATGUT ALLERGY—AN 
EXPERIMENTAL AND CLINICAL STUDY, 
WITH A REVIEW OF THE LITERATURE 
KENNETH L. PickrReELL and RiIcHARD C. CLAY 


Baltimore, Md. 
Surgery, 15:333-60, Feb. 1944 


Following a discussion of the general and local factors affecting 
wound healing, the authors proceed to discuss the role of catgut 
allergy in wound healing. Experiments were carried out on 60 
rabbits and 80 guinea pigs to determine whether domestic catgut 
could produce any evidence of sensitivity, either general or local. 
From these experiments it was concluded that, although catgut im- 
planted intradermally in both rabbits and guinea pigs causes an 
inflammatory response,’ the leucocytic emigration is no greater in 
those animals that had been previously treated with catgut or cat- 
gut extract. ‘Therefore one can finally conclude that although 
catgut, just as any other suture material, acts as a foreign body 
and causes a leucocytic response, it does not act as an antigen, nor 
is it capable of producing antigenic irritative phenomena. Of 35 
cases of postoperative wound disruption analyzed, the primary 
cause of the disruption was found to be markedly increased intra- 
abdominal pressure, and there was no evidence whatever of so- 
called catgut allergy. Disruptions occur regardless of the suture 
material employed, principally in the fifth, sixth and seventh 
decades in patients affected with malignant tumors. 

It is in no sense the intent of the present article to imply that 
catgut should be used in preference to silk as suture material. ‘The 
experiments merely indicate that the use of catgut carries no dan- 
ger referable to hypersensitivity. 69 references. 3 tables, 6 figures. 


CEEPRYN; CLINICAL AND BACTERIOLOGICAL STUDIES 


G. B. Kramer and S. H. Sepwitz 


Youngstown Hospital, Youngstown, Ohio 
Am. J. Surg., 63:240-43, Feb. 1944 


Ceepryn—a brand of cetyl pyridinium chloride—has been used 
in a tincture of 1:200 for preoperative preparation of the skin in 
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approximately 18,000 surgical cases at the Loringstown Hospital in 
the last three years. In that time there have been no signs of irri- 
tation observed and no case of postoperative infection. A bac- 
teriological study of the skin of the operative field in 50 cases before 
and after the application of Ceepryn by the usual technique 
showed that all cultures before the application were positive and 
all cultures after the application were negative. ‘The technique 
used for preparing the operative field with Ceepryn is as follows: 
The night before, or in emergency cases just before operation, the 
part to be prepared for surgery is shaved (dry shave). In the oper- 
ating room, the operative field is scrubbed twice “thoroughly” 
with ether, using two different sponges. ‘hen two coats of Cee- 
pryn tincture (1:200) are applied, the first coat being allowed to 
dry partially before applying the second coat. “The Ceepryn tinc- 
ture has also been used in appendectomies to “‘paint”’ the end of the 
stump (without inverting) and the entire cecum and “rough 
edges” of the mesocolon; this has caused no irritation. The tinc- 
ture is also used to paint the tissues before the application of elasto- 
plast without causing irritation. Ceepryn solution (1:1000) has 
been used in the past twenty-one months in all cases in which irri- 
gation of a surgical or traumatic wound was required; and also for 
wet dressings of all types. It has proved “highly germicidal,” espe- 
cially against streptococcus and_ staphylococcus, and is also 
detergent. 


REFERENCES TO CURRENT ARTICLES 

Submuscle Pelvic Tissue Spaces; Anatomy and Clinical Considerations. 
Ben H. Brunkow (Captain, M.C., A.U.S.). Am. J. Surg., 63:86-89, 
Jan. 1944. 

A Clinical and Bacteriological Study of Phemerol as a Skin Antiseptic. 
Willis E. Brown, Millard F. Gunderson, Pauline Schwartz and Violet M. 
Wilder. Surg., Gynec. & Obst., 78:173-80. (Tincture of phemerol (1;500) 
was found to be bactericidal and bacteriostatic and suitable for use as a 
skin antiseptic in surgery and obstetrics.) 

Surgeon’s Thumb Gown. A. E. Drexel. Am. J. Surg., 63:150, Jan. 1944. 

Modified Overhead Support for Postoperative Use. Walter C. Goehring 
and W. Orr Goehring. Am. J. Surg., 63:278-79, Feb. 1944. 

A Practical Method for Localization and Removal of Foreign Bodies. 
W. S. Hotchkiss, Norfolk, Va. Virginia M. Monthly, 71:37-38, Jan. 1944. 
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4. Surgical Infections 


SULFONAMIDES IN FRESH AND CONTAMINATED 
WOUNDS; MODE OF APPLICATION 


EmiLe HoLtMAN (Commander, M.C., V-S, U.S.N.R.) 


U. S. Naval Hospital, Mare Island, Calif. 
Am. J. Surg., 63:96-101, Jan. 1944 


In contaminated or potentially contaminated traumatic wounds, 
the sulfonamides should be applied so as to reach “every pocket 
and crevice of the wound” as early as possible, whether on the bat- 
tlefield, at first aid stations, or in hospital emergency rooms. For 
this purpose the author makes use of a mixture of equal parts of 
powdered or finely crystalline sulfanilamide and sulfathiazole, ex- 
cept for intracranial use when sulfanilamide alone is used. ‘The 
local application of the sulfonamides is repeated again at operation 
when débridement is done. ‘The application is made as the opera- 
tion proceeds, i.e., as soon as freshly incised “raw” areas are ex- 
posed, the powder mixture is gently rubbed over the exposed sur- 
faces; thus mixed with blood and tissue fluids the powder forms 
‘‘a milky suspension.’ ‘This same plan is followed in resections 
of any part of the gastrointestinal canal, in lobectomy and pneu- 
monectomy. In localized or generalized peritonitis the sulfona- 
mide powder, mixed with blood and tissue fluids, is gently “rubbed 
or smeared” over all infected peritoneal surfaces. ‘This method of 
application, the author points out, is much more effective than 
“dumping” large masses of powder into the wound at the end of 
an operation, which may act as a foreign body and cause poor heal- 
ing. Following operation, sulfonamides are also given by mouth 
or parenterally in infected cases. If oral administration is impos- 
sible because of vomiting or the use of the gastric suction appa- 
ratus, the drug may be given subcutaneously, intravenously or by 
rectum. For subcutaneous administration (hypodermoclysis), an 
0.8 per cent solution of sodium sulfathiazole is employed. For 
intravenous administration 5 gm. of sodium sulfathiazole in 100 cc. 


distilled water may be given twice daily; or sulfanilamide may be 
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given in a | per cent solution (1.5 gm. in 150 cc.) every six hours. 
For rectal administration 4 to 6 gm. sulfanilamide in 100 cc. tap 
water may be given as a retention enema every six to eight hours 
for twenty-four hours, then twice daily. Oral administration is 
preferable whenever possible; the initial dose is 4 to 6 gm., fol- 
lowed by | gm. every four hours for not more than five days as a 
rule; occasionally the drug is continued for ten days. Marked 
cyanosis, a scarlatiniform rash, or high fever without definite cause 
is an indication to discontinue the drug. 

At the Mare Island Naval Hospital, many severe injuries, in- 
cluding compound fractures of the extremities and injuries to the 
skull, thorax and abdomen, have been successfully treated by the 
local application of sulfonamides, as described, supplemented by 
parenteral or oral administration; in some cases “phenomenal 
healing” of badly contaminated wounds has been obtained. 
Similar good results have been obtained in surgical operations in 
the presence of infection. One illustrative case is reported in 
which there was generalized peritonitis with large collections of 
pus resulting from the rupture of a duodenal ulcer twenty-seven 
hours before operation. Complete recovery resulted with the use 
of the sulfonamides as described. ‘The concentration of the sul. 
fonamides in the blood in this case was 29 mg. per cent in the first 
twenty-four hours after operation without signs of toxicity. 


THE USE AND ABUSE OF SULFONAMIDES IN SURGERY 


Cavin M. SMYTH, JR. 
Philadelphia, Pa. 


Pennsylvania M.J., 47:446-47, Feb. 1944 


In contaminated wounds either with or without associated in- 
jury to bone, sulfanilamide deposited in the wound unquestion- 
ably exerts a bacteriostatic action. ‘The importance of this in war 
is great, since there is an inevitable delay in bringing the patient 
to definitive surgery. The so-called ‘golden six hours” will, in 
most instances, have been passed. Under these conditions, if 
sulfanilamide or one of its derivatives has been placed in the 
wound immediately, this golden period may be sufficiently pro- 
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longed to permit mechanical disinfection being carried out at a 
later time. Even if this cannot be done, the progress of the infec- 
tion is nevertheless slowed. 

In civil and industrial surgical practice, the patient is as a rule 
brought to definitive treatment well under the six-hour period, and 
often may be operated upon within the first hour. Here the value 
of local implantation of a sulfa drug is open to question, although 
it probably does no great harm. ‘The surgeon may, however, be 
lulled into a false sense of security if he expects the drug to make 
a clinical success of inadequate or bad surgery. Adequate deé- 
bridement cannot be dispensed with. After a thorough trial the 
writer no longer uses local sulfonamides in wounds seen within six 
hours of injury. The advantages of the different sulfonamide drugs 
are discussed. Sulfadiazine is effective against a wide range of or- 
ganisms, may be given intravenously if desired, and is reasonably 
free from unpleasant by-effects. An initial dose of 5 grams is given 
intravenously, followed by oral administration of 2 grams every 
six hours. Special circumstances may alter the dosage and interval. 
The use of the sulfa drugs in such conditions as streptococcemia, 
gas infection, etc., has been demonstrated to the point where fur- 
ther discussion is superfluous. 

In abdominal surgery the sulfonamides are of special value in 
the preoperative management of patients, particularly of those re- 
quiring operations on the colon. ‘The preparation of choice for 
this purpose is sulfasuxidine, which exerts its action chiefly within 
the lumen of the bowel and is absorbed very little, if at all. The 
dose is 0.5 gram per kilogram of bodyweight in the first twenty- 
four hours, and half that amount in the subsequent twenty-four 
hour periods. The total twenty-four hour dose is divided into 6 
portions given every four hours. No unpleasant side effects have 
been observed. 

In perforating lesions within the peritoneal cavity, after aspira- 
tion of escaping material, sulfanilamide may be introduced directly 
into the peritoneal cavity. Sulfanilamide may be used in the same 
manner distributed about the site of an anastomosis. 


In spreading peritonitis of appendiceal origin, sulfatherapy is 
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an adjunct to removal of the appendix and drainage. Sulfanila- 
mide by hypodermoclysis or sulfadiazine intravenously may be 
used. The use of the sulfa drugs in appendiceal peritonitis has 
not extended the indications for closure without drainage. 


PHEMERIDE: A NEW ANTISEPTIC DETERGENT 
C. N. ILAND 


F. M. S. Hospital, Sector VI, England 
Lancet, 1:49-51, Jan. 8, 1944 


Phemeride is a quaternary ammonium compound and con- 
tains a long aliphatic chain; it is known in the United States as 
phemeride or phemerol. Tests in vitro with phemeride have shown 
it to be bacteriostatic against a number of pathogenic organisms, 
including Staphylococcus aureus. A small series of clinical tests 
were made with phemeride. It was found to be an efficient skin 
antiseptic for preoperative preparation without causing any skin 
irritation. It was used in some cases of infected thoracic wounds 
and fistulae for irrigation of the pleural cavity in 1:1,000 or 1:2,000 
solution. While the wound was not completely sterilized in any 
case, the discharge was lessened and the bacterial flora reduced; in 
some cases Staphylococcus aureus entirely disappeared. The 
phemeride solution caused no irritation in any case. It has been 
found that detergents enhance the potency of other antiseptics 
when combined with them. If it should be found that phemeride, 
which has a good bacteriostatic potency, also has a synergistic action 
with other antiseptics, it might prove of definite value in the 
chemotherapy of infected wounds and body cavities. 


REFERENCES TO CURRENT ARTICLES 
Skin as a Source of Systemic Infection. I. W. Held and Irving Busch. 
Am. J. Surg., 63:47-55, Jan. 1944. 
The Treatment of Intracranial Infections with Penicillin, Report of Three 
Cases. Albert L. Evans (Captain, M.C., A.U.S.). J.A.M.A., 124:641-43, 
March 4, 1944. (Intracranial infections due to trauma.) 











266 QUARTERLY REVIEW OF SURGERY 





Penicillin in Gas Gangrene. W. B. McKnight, R. D. Loewenberg and Vir- 
ginia L. Wright. J.A.M.A., 124:360, Feb. 5, 1944. (Report of case, 
successfully treated.) 

Sulfanilamide Absorption via the Rectum and Vagina. George L. Car- 
rington, Theda Rohrer, Elsie Jones and Phyllis Moore. Surg., Gynec. & 
Obst., 78:333-34, March 1944. 

Infectious Processes Complicating and Sequelae to Clean Surgery. Healing 
by First Intention. E. V. Caldwell, Huntsville, Ala. ].M.A. State of 
Alabama, 13:252-54, Feb. 1944. 

Postoperative Endogenous Infection of the Eye with Recovery. Report 
of Two Cases. Daniel Kravitz and Lloyd J. Duest. Am. J]. Ophth., 
27:167-71, Feb. 1944. 


The Sulfonamide Treatment of Wounds. William Magner and M. O. 
O'Sullivan, Univ. of Toronto and St. Michael's Hospital, Toronto, 
Canada. Canad. M.A.]., 50:118-23, Feb. 1944. 


Sulfathiazole in Glycerine. Edward H. Wood (Lieut.-Colonel, R.C.A.M.C., 
R.F.), Ottawa Civic Hospital, Ottawa, Canada. Canad. M.A.J., 50:251-53, 
March 1944. 


5. lumors 


CERVICAL LYMPH NODE METASTASIS AS THE FIRST 
SYMPTOM OF CANCER 


Hayes MARTIN and H. Mason MarrFIT 


Memorial Hospital, New York, N. Y. 
Surg., Gynec. & Obst., 78:133-59, Feb. 1944 


In a review of 3,800 cases observed at the Memorial Hospital 
from 1933 to 1937, the authors found 218 cases in which the 
patients’ only complaint was enlargement of the cervical lymph 
nodes. In 55 of these cases the primary tumor was never discov- 
ered; in most of the cases the primary tumor was in the tonsils and 
nasopharynx, the thyroid or the tongue; in 1] cases the primary 
tumor was “‘below the clavicle." ‘The appearance of a cervical 
swelling or mass (enlarged nodes) was the primary symptom in 
about 8 per cent of all cases of cancer of the mouth, pharynx and 
thyroid. In primary growths below the clavicle, metastases to the 
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cervical lymph nodes was rarely a primary symptom except in 
cancer of the kidney and adrenal (5.7 per cent) and of the pan- 
creas (2.7 per cent). In patients presenting an enlargement of the 
cervical lymph nodes as the only symptom, a careful examination 
of the mouth and pharynx should be made and biopsy specimens 
taken of any suspicious lesions; the thyroid should also be ex- 
amined for the presence of a small tumor. If no primary lesion is 
found at this first examination, aspiration biopsy of the cervical 
tumor should be done. If this shows anaplastic carcinoma, the 
nasopharynx, tonsil and base of the tongue should be reexamined 
with particular care. Indications for radiographic or endoscopic 
examinations of the pyriform sinuses and upper esophagus should 
also be considered. If the aspiration biopsy is negative, it should 
be repeated. With this method, excision of the lymph nodes for 
biopsy is rarely necessary. If no primary carcinoma is found, the 
cervical tumor or tumors should be treated and the patient re- 
peatedly examined in the search for the primary lesion. Exam- 
inations should be made at least monthly for the first year or two, 
and at slightly longer intervals for at least a five-year period. 


REFERENCES TO CURRENT ARTICLES 
Multiple Myeloma First Discovered in the Mandible. Case Report. Ernst 


Wolff and Lewis E. Nolan, Montgomery, West Va. Radiology, 42:76-78, 
Jan. 1944. 


Thymic Cyst of the Neck. Report of a Case. Theodore L. Hyde, Earl D. 
Sellers and May Owen. Texas State J. Med., 39:539-540, Feb. 1944. 

Treatment of Retinoblastoma. Radiation Therapy Supplementing Sur- 
gical Treatment. Galen M. Tice and E. J. Curran, Kansas City, Kan. 
Radiology, 42:20-33, Jan. 1944. 


Giant Cell Tumor of the Lower Femur. Case Report with Roentgen and 
Pathological Findings before and after Curettage and Roentgen Therapy 
with Amputation for Sarcoma. F. B. Mandeville and John S. Howe, 
Richmond, Va. Radiology, 42:56-63, Jan. 1944. 


Epidermoid (squamous epithelial) Bone Cyst of Phalanx. H. F. Pohlmann, 
and M. Wachstein, Middletown, N. Y. Ann. Surg., 119:148-153, Jan. 
1944. 


Coley’s Mixed Toxins of Erysipelas and Prodigiosus. Report of ‘Two Cases 
of Inoperable Sarcoma Treated by Coley’s Method. Howard Lilienthal, 
New York, N. Y. J. Mount Sinai Hosp., N. Y., 10:623-626, Jan.-Feb. 1944. 
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Liposarcoma. The Malignant Tumor of Lipoblasts. Arthur Purdy Stout, 
New York, N. Y. Ann. Surg., 119:86-107, Jan. 1944. 

Presacral Dermoid. Case Report. Henry M. Carney (Major, M.C., U.S.A.). 
Ann. Surg., 119:155-158, Jan. 1944. 

Carcinoma in Routine Naval Practice. J. Montgomery Deaver (Com- 
mander, M.C., U.S.N.R.) and Eugene P. Cronkite (Lieutenant, M.C., 
U.S.N.). U.S. Nav. M. Bull., 42:421-23, Feb. 1944. (Reports | case of 
carcinoma of the colon, one of carcinoma of the rectum and one of carci- 
noma of the male breast in Navy personnel.) 


6. Neurosurgery 


7. Skull 


SEDATION IN PATIENTS WITH ACUTE HEAD INJURY 
E. S. GurpjIAN and J. E. Wesster (Major, M.C., A.U.S.) 


Wayne Univ. College of Medicine and Grace Hospital, Detroit, Mich. 


Am. J. Surg., 63:236-39, Feb. 1944 


Restlessness is often a serious problem in patients with cerebral 
trauma; the cause of restlessness should be sought for and removed 
if possible; but in some cases the use of analgesic, sedative or hyp- 
notic drugs is necessary. A study has been made of the effect of 
various drugs on the cerebrospinal fluid pressure, blood pressure 
and respiration of patients with head injuries. The effect of the 
drugs on pain, motor activity, color and general appearance has 
also been noted. ‘The studies have shown that codein and nem- 
butal in combination are the sedatives of choice in these cases. 
These drugs do not “‘significantly’”’ disturb the cerebrospinal fluid 
pressure and have no undesirable effect on vital functions. ‘They 
usually relieve restlessness and produce sleep that approximates 
normal sleep. ‘Their use should be discontinued as soon as pos- 
sible. “They should not be used routinely. Morphine should be 
avoided in cases of head injury unless its use becomes “imperative” 
to relieve pain. 
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CEREBRAL ARTERIOGRAPHY 
SipNEY W. Gross (Capt., M.C., U.S.A.) 


]. Indiana State Med. Assoc., 37:109-112, March 1944 


The author’s results during the past four years with the use of 
a 35 per cent solution of diodrast as a radiographic agent for cere- 
bral arteriography have proved that it is harmless. It is non-toxic 
in the quantities used for this purpose except for persons who have 
a hypersensitivity to the drug. In the indirect technic the carotid 
artery is injected through a needle puncture in the skin. The 
author prefers to expose the common carotid artery by means of a 
small incision with the use of a local anesthetic and injects the ves- 
sel under direct vision. ‘The patient should first be questioned 
regarding asthma, other allergic conditions and hypersensitivity to 
iodine. Contrast media are contraindicated in the presence of 
severe liver disease or nephritis. ‘The day before the arteriography 
the patient should have an intradermal or conjunctival test to rule 
out hypersensitivity to diodrast. Food and fluids are withheld for 
six hours. An intramuscular injection of 5 grains (0.3 gm.) of 
sodium phenobarbital is given thirty minutes before the actual in- 
jection of the contrast medium into the common carotid artery. 
The artery is exposed through a small incision just above the 
clavicle and parallel to it. A narrow vaseline tape is passed under 
the artery to isolate it. ‘The patient's head is then placed in posi- 
tion for a lateral x-ray film. Perfect cooperation with the x-ray 
technician is essential. ‘The artery is then punctured with a curved 
17-gauge needle having a rubber tubing connection. A syringe con- 
taining 15 cc. of a 35 per cent solution of diodrast is attached to the 
rubber tubing. After ensuring that the needle is in the lumen of 
the vessel, 10 to 12 cc. of the solution are rapidly injected. The 
exposure should not require more than 4 to 3% second. A second 
film should be exposed as soon as possible after the first one, to 
provide visualization of the cerebral veins. If the first films prove 
unsatisfactory, with the needle still in place a second injection may 
be carried out. Bleeding from the puncture usually stops as soon 
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as the needle is withdrawn or may require pressure for a few min- 
utes with a warm saline-soaked sponge. The incision is then 
closed with interrupted silk sutures. The patient is then kept flat 
in bed for twenty-four hours. The normal arteriogram and its 
variations are described. Cerebral arteriography is indicated 
wherever information regarding alterations in these vessels would 
aid diagnosis. It is useful in localization of cerebral aneurysms, 
arteriovenous fistulas, varices, vascular malformations, and vascular 
tumors. ‘[umors, cysts and abscesses may be localized by the de- 
formation they produce in the arteries. ‘This is useful when ven- 
triculography fails to give the needed information. ‘The nature 
of a lesion may often be suspected from the arteriogram. Discus- 
sion by Robert Glass of Indianapolis, Ind., and Larue D. Carter 
of the same city. 4 references. 5 figures. 


REFERENCES TO CURRENT ARTICLES 

Bilateral Intracranial Aneurysms with Subarachnoid Hemorrhage. Howard 
E. Thompson, Dubuque, la. J. lowa State M. Soc., 34:105-109, March 
1944. 

Recognition and Treatment of Brain Abscess. J. M. Meredith. Am. J. 
Surg., 63:10-15, Jan. 1944. (A review.) 

The Management of Post-Traumatic Epilepsy. Joseph H. Siris (Lieu- 
tenant, MC., U.S.N.R.). U.S. Nav. M. Bull., 42:144-49, Jan. 1944. 


9. Spine and Spinal Cord 


SPONDYLOLISTHESIS: A GENERAL CONSIDERATION 
WITH EMPHASIS ON RADIOLOGIC ASPECTS 
A. C. Gattuccio (Major, M.C., A.U.S.) 


Radiology, 42:143-58, Feb. 1944 


Various authors have placed the incidence of spondylolisthesis 
at 5 to 6 per cent. Fifty per cent of the cases are seen in the third 
and fourth decades, 76 per cent are in males, 80 per cent occur be- 
tween the 5th lumbar vertebra and Ist sacral segment, and 50 per 
cent show Grade I (Meyerding) displacement. 
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In the present series 15 cases were discovered in 142 routine 
lower spine examinations. ‘These 15 cases were of prespondylolis- 
thesis or spondylolisthesis. Following a discussion of the me- 
chanics involved in this disease, its pathology and genesis, the symp- 
toms and treatment are described with chief emphasis on the radio- 
logic findings. The discovery of this condition is considered im- 
portant in both civilian and military life, since its presence means 
a weak link in a not overly strong chain. With unusual and often 
with ordinary strains and hazards, separation may develop, and 
from this point it is a short step to actual forward slipping of the 
vertebra which is of a crippling nature. If the condition is de- 
tected early, precautionary measures may be directed toward pre- 
vention of its further progress. Progressive forward slipping may 
occur in spite of a supporting belt, however, and in spite of avoid- 
ance of strain. Demonstration of the “bow-tie” area in the oblique 
view is necessary if the site of the lesion or defect is to be apparent. 

Treatment belongs to the realm of the orthopedist. Spine 
fusion is considered adequate and curative treatment for frank 
spondylolisthesis. An English orthopedist describes reduction of a 
forward displacement of the 5th lumbar vertebra by suspending 
the patient on a sling around the pelvis, with another sling placed 
below the shoulders, plus traction on the legs. Conservative 
treatment, such as frequent physiotherapy, postural exercises to 
reduce lumbar lordosis, use of a firm bed, and support with a belt, 
will be followed by symptomatic relief in about one-third of the 
cases. 13 references. 15 figures. 


REFERENCES TO CURRENT ARTICLES 


Cervical Spine Injuries; Treatment by the Use of Crutchfield Tongs. 
Abraham Kaplan (Lieut. Commander, M.C., U.S.N.R.), and Judson D. 
Wilson (Lieut. Commander, M.C., U.S.N.R.). U. S. Nav. M. Bull., 
42:443-47, Feb. 1944. 


Rupture of the Fourth and Fifth Lumbar Disks with Bilateral Sciatic Pain. 
Report of a Case. Dean H. Echols, New Orleans, La. Texas State J. 
Med., 39:477-479, Jan. 1944. 


Compression Fractures of the Vertebral Bodies and Other Changes Mis- 
taken for Them. John D. Ellis, Chicago, Ill. J. Bone & Joint Surg., 
26:139-145, Jan. 1944. 
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What the Practitioner Should Know about Spine Injuries. M. A. Pittman, 
Wilson, N. C. North Carolina M.,]., 5:43-48, Feb. 1944. 

Chip Fusion of the Low Back Following Exploration of the Spinal Canal. 
Henry Briggs and Paul R. Milligan, East Orange, N. J. J. Bone & Joint 
Surg., 26:125-130, Jan. 1944. 


10. Peripheral Nerves 


PLASMA CLOT SUTURE OF NERVES—ILLUSTRATED 
TECHNIQUE 
I. M. Tartov 


Brooklyn, N. Y. 
Surgery, 15:257-69, Feb. 1944 


The technique of suturing peripheral nerves and nerve grafts 
by means of a plasma clot has been described in previous publica- 
tions. It was pointed out that when nerve ends cannot be united 
without tension, then plasma clot suture alone is undesirable since 
the junction may subsequently separate. The author has employed 
tantalum wire (0.0025 or 0.003 inch in diameter) as tension sutures 
to approximate the nerve ends while accurate apposition is achieved 
by means of the plasma clot. ‘The tension sutures are placed well 
back from the primary suture line and serve to protect it from 
strain. Single strands of untwisted 00 Corticelli black silk (or 
white silk) may be used as tension sutures. ‘The silk is easier to tie 
but not as strong as the tantalum. Also the tissue reaction to silk 
is greater. ‘he author illlustrates mainly by means of photo- 
graphs which have not been retouched, the technique of tantalum 
wire-plasma clot suture of peripheral nerves. The use of this com- 
bined technique eliminates the likelihood of separation of the 
sutured nerve ends. ‘The photographs were taken at an operation 
upon the sciatic nerve of a dog. Autologous plasma clot suture 
of peripheral nerves was done in 5 human patients. In 2 of the 
cases not sufficient time has elapsed for evaluation of results. In 
one case functional recovery of the sternocleidomastoid muscle 
began two months after the spinal accessory nerve was sutured at 
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a point approximately 4 cm. before its entrance into the muscle; 
complete recovery of muscle function occurred 514 months after 
the operation. The nerve was sutured one hour after it had been 
severed. In another patient, the ulnar nerve at the level of the 
wrist was sutured by the combined tantalum wire-plasma clot 
technique. ‘The nerve which had been severed fifteen months 
previously was freed for a considerable distance proximal and dis- 
tal to the stumps and the combined technique was used. 
Eighteen weeks after operation the patient showed considerable 
return of sensation for pin prick, cotton wool and hot and cold 
objects over the hand and fingers, down to and including the proxi- 
mal half of the distal phalanx of the fifth finger. Before operation 
the sensory loss involved the fifth finger, the ulnar half of the 
fourth finger and the inner part of the palmar and dorsal aspects 
of the hand as far as the wrist. Improvement in the power of 
flexion of the fourth and fifth fingers was also noted. The results 
of plasma clot suturing are encouraging. 4 references. 9 figures. 


PRINCIPLES OF TREATMENT IN PERIPHERAL NERVE 
INJURIES 


Max T. ScHNITKER (Major, M.C., U.S.A.) 


Northwest Med., 43:5-9, Jan. 1944 


Histologic studies have shown that it is the progressive fibrosis 
at the myoneural junction and in the muscle that prevents full 
return of function after an otherwise successful nerve suture. This 
necessitates early nerve suture before fibrosis becomes extensive. 
Early nerve repair in an infected wound is now being accomplished 
with the aid of the sulfonamides and penicillin, both locally and 
systemically. So-called “bridging operations” are being discarded 
in preference for end-to-end anastomosis, the gap in the nerve 
being overcome by delayed nerve stretching, transplanting through 
a shorter course or even shortening the extremity by removal of 
a segment of bone. 

Nerve suture is now being done with very fine silk, tantalum 
wire, or nerve glue (plasma and acacia) in place of catgut, which 
is being discarded because of its greater tissue reaction and scar 
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formation. ‘Tantalum foil is commonly employed to wtap around 
the nerve that has to be replaced into a scar tissue bed. As the 
nerve regenerates, it has been found that the average rate of re- 
generation is about 2 to 3 mm. a day rather than | mm. as stated 
in older textbooks. The principles of physical therapy, namely, 
relaxing the paralyzed part and keeping the involved portion of 
the extremity in optimum position and the uninvolved portion 
in free motion to facilitate rapid return of function are again 
emphasized. 

There are certain situations where manipulative end-to-end 
sutures are relatively ineffectual, and in these the bridge operations 
should be used. ‘These are repair of digital nerves in lesions 
of the brachial plexus where mobilization is difficult; and repair 
of the facial nerve in its canal (Ballance operation). In all situa- 
tions where the nerve can be mobilized adequately, end-to-end 
sutures should be carried out. Various methods for stretching the 
nerve elements and bridging a gap as well as the technic for end- 
to-end anastomosis are described. 21 references. 

REFERENCES TO CURRENT ARTICLES 
Trigeminal Neuralgia and Related Conditions. James Greenwood, Jr., 
Houston, Texas. Texas State J. Med., 39:526-28, Feb. 1944. (Advocates 
trigeminal root section in most cases of trigeminal neuralgia.) 
Surgical Treatment of Peripheral Nerve Injuries. Claude C. Coleman. 
Surg., Gynec. & Obst., 78:113-24, Feb. 1944. (General discussion with 
special reference to war conditions.) 


11. Sympathetic Nervous System 


REFERENCES TO CURRENT ARTICLES 
Regeneration of Pre- and Postganglionic Fibers Following Sympathectomy 


of the Upper Extremity. An Experimental Study. H. D. Kirgis and 
E. A. Ohler, New Orleans, La. Ann. Surg., 119:201-210, Feb. 1944. 
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12. Head and Neck 


CANCER OF THE LIP: A STUDY OF FIFTY-SIX 
FIVE-YEAR CASES 
C. A. WHITCOMB 


Jeanes Hospital, Philadelphia, Pa. 


Am. J. Surg., 63:304-15, March 1944 


Cancer of the lip is a squamous carcinoma of grades I or II, 
which is slowly growing. It affects the exposed surface of the lower 
lip in older men. Cancer of the upper lip or cancer of the lip in 
women is of so rare occurrence as to be considered ‘‘a medical 
curiosity.” Cancer of the lip may be successfully destroyed by 
x-ray, radium or surgery. The author considers that surgery is the 
most reliable method of treatment. With a small cancer of the 
lip a v-shaped excision of the entire thickness of the lip surround- 
ing the growth is a good method of treatment. When a larger 
fungating cancer that occupies most of the lip is removed surgically, 
plastic surgery to repair the defect is indicated. In the infiltrating 
type of cancer of the lip, a more radical excision is indicated, such 
as the operation described by Stewart, in which the lip, soft tissues 
of the chin and the suprahyoid lymph nodes are removed in one 
piece. In the author’s series of 56 cases, the lip cancer was excised 
surgically in 41 cases, radium was used in 9 cases and radium and 
surgery in one case; in 5 cases the lip cancer had been destroyed 
before the patient was admitted to the hospital. In cases in which 
there is no evidence of metastasis to the cervical lymph nodes when 
the lip cancer is treated, the author considers that prophylactic 
x-ray treatment is unnecessary; repeated follow-up examinations 
are to be preferred. When metastatic lymph nodes are movable, 
the author considers block dissection of the cervical lymphatics 
the method of choice. In inoperable cases x-ray radiation and im- 
plantation of radon are indicated. In the author’s series of 56 
cases, there were 36 in which metastases were present or developed, 
12 were treated by surgery alone, 4 by surgery and x-ray radiation, 
2 by surgery and radium, the other 2 cases by radium alone and 
x-ray alone respectively. ‘There were 55 per cent five-year sur- 
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vivals in the entire series. In 32 cases in which the carcinoma was 
of grade I, 23, or 71 per cent lived five years. In the 36 cases in 
which no metastases developed, 30, or 83 per cent, lived five years; 
in the 6 patients who died in less than five years, there was no 
evidence of cancer. It is evident that in cancer of the lip “uncon- 
trolled’’ neck metastases, rather than the lip cancer per se, are the 
cause of death. 


REFERENCES TO CURRENT ARTICLES 
A Technic for Building Head Cast Fracture Appliances from Coat Hangers. 
Wilbur N. Van Zile (Commander, M.C., U.S.N.). U.S. Nav. M. Bull., 
42:200-7, Jan 1944. 
Lateral Osteotomy; Anatomical Considerations. Conrad K. Gale. Am. J. 
Surg., 63:368-70, March 1944. (Describes a constant anatomical groove 
in the frontal process of the maxilla and its application to lateral 


osteotomy.) 

Thymic Cyst of the Neck, Report of a Case. Theodore L. Hyde, Earl D. 
Sellers and May Owen. Texas State J. Med., 39:539-40, Feb. 1944. 

Injuries of the Cervical Thoracic Duct. W. Likely Simpson and Duncan 
G. Graham. Ann. Otol., Rhinol. & Laryng., 52:834-42, Dec. 1943. (Re- 
port of case and review of literature showing this to be the tenth case 
reported.) 

The Mechanism of the Esophageal Voice Following Laryngectomy.  E. 
Trible Gatewood, Richmond, Va. Virginia M. Monthly, 71:1-3, Jan. 1944. 


13. Oral Surgery 


REFERENCES TO CURRENT ARTICLES 
Fractures of the Mandible. Kenneth M. Broesamle (Commander, D.C., 
U.S.N.). U.S. Nav. M. Bull., 42:47-55, Jan. 1944. 

Fracture of the Condyle of the Mandible. Joseph A. Doherty (Lieut. Com- 
mander, D.C., U.S.N.R.). U.S. Nav. M. Bull., 42:641-43, March 1944. 
Maxillo-Facial Injuries. Carl J. Streicher and Raymond S. Rosedale, Can- 

ton, Ohio. Ohio State M.]., 40:38-40, Jan. 1944. 
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14. Plastic Surgery 


EX TRA-ORAL FACIAL PROSTHESIS 
MicHAEL M. Gurpin (Lieut. Commander, M.C., U.S.N.R.), Ropert G. Bau 
(Lieutenant (j.g.), H-V (S), U.S.N.R.), and JoHN E. KEevAN, Jr. 
(Lieutenant (j.g.), H-V (S), U.S.N.R.) 
U. S. Nav. M. Bull., 42:644-49, March 1944 


A method of facial prosthesis is described which utilizes venyl 
resin w,th certain plasticising agents to produce an elastic plastic. 
A plaster cast is first made of the patient’s face; the authors prefer 
megacoll for making the original impression for this cast. From 
this cast a regional mold of the deformed area is made. ‘This con- 
stitutes the male mold and is strongly made of hydrocall, rein- 
forced with fiber; on this regional mold the deformed area is built 
up to normal contour with modeling clay “‘on which the desired 
texture is created.”” A female mold of reinforced hydrocall is cast 
directly over this. When the two molds are separated and the 
modeling clay removed, the male mold and the female mold when 
placed together have a cavity that represents the area to be oc- 
cupied by the prosthesis. A fresh mixture of vinylite is pressed 
into the female mold, the male mold is applied, and the two are 
pressed together for thirty minutes. ‘The molds are then separated, 
and the vinyline appliance left on the male mold exposed to the 
action of the air for several hours. For replacement a fresh mix- 
ture of the material is pressed between the two molds and the proc- 
ess repeated as described. ‘The under surface of this prosthesis 
“exactly fits’’ the deformed area; the external surface has ‘a normal 
anatomic and cosmetic contour.” Firm adhesion is secured by 
brushing the under side with ethyl alcohol and applying it accu- 
rately to the deformity. Any adjustment in color tone desired is 
made at this time. New and improved formulas for the materials 
used are being developed with this prosthesis, as developed, a life- 
like texture and color of skin are obtained; no “blending edge” is 
visible; firm adhesion is obtained without gums or glue; the ma- 
terial used for the prosthesis is non-toxic, is not affected by ordinary 
changes in temperature and humidity and is impervious to oils, 
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greases and moisture. Replacements are made with “ease and 
economy.” ‘This method, the authors state, is being developed for 
“interval prosthesis” for facial injuries before ‘‘reconstructive 
operations” can be undertaken, for permanent prosthesis when 
such operations cannot be undertaken, and to “complement” the 
results after the maximum improvement has been obtained by 
operation. 


THE USE OF ACRYLIC AND ELASTIC RESIN PROS- 
THESES FOR FACIAL DEFORMITIES 


ELEANOR SWEENEY, HAMILTON BAXTER and RussELL COPEMAN 


McGill Univ. and Royal Victoria Hospital, Montreal, Canada 
Canad. M.A.]., 50:16-21, Jan. 1944 


An elastic and an acrylic resin have both been used for facial 
prostheses after mutilating operations or injuries of the face. The 
authors prefer the elastic resin. ‘This resin is light, translucent, 
easily manipulated, unaffected by ordinary changes in temperature, 
moisture or light. It is non-toxic and well tolerated by the tissues. 
It can be trimmed and reduced by the use of hot spatula and can 
be easily duplicated from the original mold. It can be stained in 
“a gradation of shades,’ and the basic color tinted according to 
individual requirements. ‘These prostheses can be used until 
plastic reconstruction can be completed, if this is possible; such 
immediate correction of facial deformities is often of vital impor- 
tance to the patient, especially in wounded soldiers returning 
home. If surgical repair is impossible, the prosthesis can be used 
permanently and enable the patient to live a normal life. 


THE PLASTIC REPAIR OF SCAR CONTRACTURES 
PAUL W. GREELEY 


Chicago, Ill. 
Surgery, 15:224-41, Feb. 1944 


Following a general discussion of the subject of the plastic re- 
pair of scar contractures, the author presents 13 illustrative cases 
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with photographs illustrating the results of various methods of 
repair. 

Scar contractures can be relieved by first excising all shortened 
fibrotic tissue, following which the parts are extended into normal 
anatomic position. The resulting cutaneous defects are then 
closed by the use of a Z-plastic procedure or the utilization of a 
properly selected type of skin graft. Scar contractures may be pre- 
vented by the early skin covering of granulating defects resulting 
from burns or avulsions of skin. Careful planning in the suture 
of lacerations may likewise avoid the development of contractures 
if the line is closed in a staggered axis. All contractures in grow- 
ing children should be corrected before permanent underlying 
bony maldevelopments occur. Moreover, chronic ulcerations oc- 
curring in certain contractures should be repaired promptly for 
fear of secondary malignant changes. 11 references. 14 figures. 


FIBRIN FIXATION OF SKIN TRANSPLANTS 
R. T. Tiprick and E. D. WARNER 


Departments of General Surgery and Pathology, State University of Iowa, Iowa City, Ia. 


Surgery, 15:90-95, Jan. 1944 


By use of plasma and purified thrombin, fibrin fixation of tis- 
sue in operative procedures can be accomplished readily. Arti- 
ficially supplied fibrin clots obtained in this manner have proved 
to be of distinct mechanical aid in skin-grafting operations. The 
results suggest that fibrin also promotes healing but further in- 
vestigation is needed on this point. Thrombin in highly purified 
and sterilized form is now available for clinical trial. The authors 
have used fibrin fixation of skin transplants in 122 separate opera- 
tions performed on a total of 53 patients. The cases were divided 
into three groups as follows: (1) primary grafting procedures in 
which clean operative wounds were grafted immediately, (2) 
burns, (3) other types of chronically infected granulating wounds. 
There were 9 cases of the first type, 66 of the second, and 35 of the 
third. 

Donor skin to be transplanted was first saturated with human 
plasma by immersion of the tissue in a container of plasma. Fresh 
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homologous or autologous citrated plasma was used in a few in- 
stances, but stored citrated plasma from the blood bank was found 
equally satisfactory and was used in the majority of cases. ‘The 
recipient bed was flooded with thrombin solution immediately 
before the graft was placed. Fixation of the graft in the clot is ac- 
complished within a few seconds. It was found important that the 
grafts not be moved after being once placed. Otherwise the clot 
would be broken up, and fixation of the graft less satisfactory. 
There were no untoward results. 8 references. 


THE VASCULAR PREREOUISITES OF SUCCESSFUL SKIN 
GRAFTING. A NEW METHOD FOR THE IMMEDIATE 
DETERMINATION OF THE ADEQUACY OF CIRCU- 
LATION IN ULCERS, SKIN GRAFTS, AND FLAPS 


Kurt LANGE 


Department of Medicine, New York Medical College, Flower and Fifth Avenue Hospitals 
and Metropolitan Hospital Research Unit, New York, N. Y. 


Surgery, 15:85-89, Jan. 1944 


The vascularity and the active circulation in the capillaries 
of the wound as well as in vessels of a skin flap are most essential 
for successful skin grafting. With the fluorescein test one is able 
to ascertain immediately the adequacy of the circulation in the 
skin flap as well as in the wound or ulcer. In experimental animals 
(rabbits), it is shown that the fluorescein test exactly outlines the 
limits of active circulation in pedunculated flaps. The first signs 
of direct capillary connection between the wound and the flap 
with the pedicle clamped were obtained after 144 hours. Full 
vascularization of the flap from the wound was first present after 
eight days. Davis grafts show the first signs of direct vascular con- 
nection after ninety-six hours. ‘The fluorescein test performed 
in 76 cases of leg ulcers of various origin proves that the mere 
observation of these ulcers in regard to their appearance in day- 
light often gives a misleading impression of their vascular status. 

Davis grafts in human beings also show the first signs of direct 
capillary connection after 96 hours. ‘Tubular grafts in human 
beings can easily be tested with the fluorescein method to deter- 
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mine the time when they can be separated from their pedicle 
without danger of sloughing. 3 references. 


SYMPOSIUM ON PLASTIC SURGERY; 
PLANNING THE RECONSTRUCTION 


FERRIS SMITH 


Grand Rapids, Mich. 
Surgery, 15:1-15, Jan. 1944 


The author presents a brief historical review of plastic surgery 
and the contributions to this field of World War I. During the 
last quarter of a century the influence of the tubed pedicle on the 
development of reconstructive surgery has been profound. ‘This, 
and the availability of rotated flaps of forehead skin for repair of 
the nose, eyelid or cheek, and the use of free skin grafts, have 
largely dominated the conception and practice of facial reconstruc- 
tion. ‘This is the triad of procedures for covering surface defects 
without regard for cosmetic effect. Skin flaps transplanted from 
distant areas never match and blend well with their surroundings. 
These are procedures of necessity rather than of choice. The ob- 
jective should include restoration of both function and appearance. 
The employment of the principles of Z plastic, multiple excision 
and interpolated flaps from the vicinity of the defect should have 
first consideration when a choice is possible. 

Traumatic distortions of the eyelids due to misplacement of 
tissue and scar contraction are readily and perfectly corrected by 
properly planned Z flaps. As a general principle, part or all of a 
lip can be repaired with the tissues surrounding the defect unless 
the tissues have been destroyed. ‘The partial losses are quite per- 
fectly repaired by the Abbé procedure. ‘The resulting double 
scar may later be reduced to a single one by undermining and 
sliding the skin of the original lip. Larger and total losses can be 
repaired by rotated flaps of skin and subcutaneous tissue from the 
borders of the defect without any damage to the muscles of ex- 
pression. ‘Lhe lining is provided either by shifting: buccal mucosa 
or by grafting the covering skin flap with hairless full-thickness 
skin before the reconstruction. Illustrative cases are presented 
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with photographs before and after operation. 14 references. 7 
figures. 


FACTORS INFLUENCING THE CHOICE OF SKIN GRAFTS 
Pau W. GreeLtey (Lieut. Commander, M.C., U.S.N.R.) 


U. S. Nav. M. Bull., 42:659, March 1944 


Free skin grafts should be used when there is a healthy base 
where pressure can be applied. The Thiersch “‘‘split thickness” 
graft grows well in any fresh wound, but it does not control the 
underlying fibrosis. [his type of graft can often be used as a 
temporary measure to facilitate healing in burns or other cutaneous 
defects. ‘The graft can be excised later when the wound is “clean” 
and a thicker graft can be applied successfully. “The author con- 
siders the Thiersch graft superior to pinch grafts (Reverdin or 
Davis grafts). Grafts of intermediate thickness, which may be cut 
from 25 to 85 per cent of the total thickness of the skin, “have 
the greatest usefulness” in the author's experience. They might 
be called “thick Thiersch grafts.” The thicker grafts of this type 
have many of the advantages of the full thickness skin grafts and are 
“much simpler to handle’; the donor site heals spontaneously. ‘The 
author has found that these thicker split-thickness grafts can be 
used in many areas where free full-thickness grafts have usually 
been employed, and with equally good results. Repeated “crops” 
of split-thickness grafts can be cut from the same donor area at 
three or four week intervals. When grafts are to be applied to ir- 
regular surfaces and in cavities, they must be applied over a mold 
cast of the defect; these molds are made with a dental modeling 
compound and these grafts are therefore called Stent grafts. Free 
full-thickness skin grafts give the best cosmetic and functional re- 
sults if satisfactory growth can be obtained, but this is often difh- 
cult. ‘They are cut to a pattern the exact size and shape of the 
defect, and are sutured in place with “many small interrupted 
sutures.’’ Pressure must be applied to these grafts for two to three 
weeks, although the graft may be inspected and sutures removed 
in less time, reapplying pressure immediately. Full-thickness 
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grafts are indicated for reconstruction around the face where there 
is a good subcutaneous fat pad and for flexor defects of hands and 
fingers. As the closure of the donor area may “create a serious 
problem,” free full-thickness grafts should be used only on definite 
indications. 

Pedicle flaps are indicated for “extensive reconstructions”’ 
about the face, especially about the mouth and tip of the nose, 
where there is not a healthy base against which pressure can be 
made, when a subcutaneous fat pad must be transferred with the 
skin, and when “both lining and skin covering” are needed. Simple 
pedicle flaps are used when they can be “rotated” from an area near 
to the defect. If the flap must be obtained from an area at a dis- 
tance, a tube pedicle flap is employed. 


REFERENCES TO CURRENT ARTICLES 


Immediate Skin Grafts on Finger Injuries. Farra L. Read (Commander, 
M.C., U.SN.) and Edward T. Haslan (Lieutenant, M.C., U.S.N.). U. S. 
Nav. M. Bull., 42:183-86, Jan. 1944. (Report of 3 cases.) 


Early Skin Grafting of War Wounds. Herbert A. Lamont (Lieut Com- 
mander, M.C., U.S.N.R.). U.S. Nav. M. Bull., 42:654-58, March 1944. 


Primary Skin Graft for Repair of Traumatic Skin Loss; Report of a Case. 
Aaron Z. Oberdorfer (Lieutenant, M.C., U.S.N.R.). U.S. Nav. M. Bull., 
42:695-96, March 1944. 


Prosthetic Face Reconstruction. John Gerrie. Canad. M.A.]J., 50:104-9, 
Feb. 1944. (Discussion of various methods.) 


Bone Grafts to the Mandible. Gordon B. New and John B. Erich. Am. 
J. Surg., 63:153-67, Feb. 1944. 


Plastic Surgery in Facial Paralysis with Modifications in Technic. Edward 
S. Lamont. Arch. Otolaryng., 39:155-63, Feb. 1944. (Describes a method 
combining a fascial transplant with the temporal muscle and an adjust- 
ment of the relaxed tissues of the face.) 


Sculpturally Molded Synthetic Implants in Plastic Surgery. Adolph M. 
Brown. Arch. Otolaryng., 39:179-83, Feb. 1944. (Uses methyl metha- 
crylate for implants to correct facial defects.) 

The Transplantation of Skin. T.H. Thomason, Fort Worth, Texas. Texas 
State J]. Med., 39:476-77, Jan. 1944. 

Plastic Surgery in Combat and Civilian Casualties. Robert H. Ivy, Phila- 
delphia, Pa. Med. Ann. District of Columbia, 13:45-49, Feb. 1944. 
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Simplified Method of Rotating Skin and Mucous Membrane Flaps for 
Complete Reconstruction of the Lower Lip. Neal Owens, New Orleans, 
La. Surgery, 15:196-206, Jan. 1944. 


Free Transplantation of the Nipples and Areolae. William Milton Adams, 
Memphis, Tenn. Surgery, 15:186-95, Jan. 1944. 


Pransconjunctival Sliding-graft Techniques for Eyelid Reconstruction. H. 
Saul Sugar (Maj., M.C., U.S.A.). Am. J Ophth., 27:109-23, Feb. 1944. 

Replacement Graft in Surgical Treatment of Lupus Vulgaris. Lester 
Hollander and Joseph M. Shelton (Lieut. M.C., U.S.N.R.), Pittsburgh, 
Pa. Arch. Dermat. & Syph., 49:60, Jan. 1944. 


Some Deformities of the Face and Their Correction. Warren B. Davis, 
Philadelphia, Pa. Surgery, 15:43-55, Jan. 1944. 

The Repair of Bony and Contour Deformities of the Face. Robert H. Ivy, 
Philadelphia, Pa. Surgery, 15:56-74, Jan. 1944. 

Evaluation of Pedicle Flaps Versus Skin Grafts in Reconstruction of Surface 


Defects and Scar Contractures of the Chin, Cheeks and Neck. Gustav 
\ufricht, New York, N. Y. Surgery, 15:75-84, Jan. 1944. 


15. Lhyroid and Parathyroid 


REFERENCES TO CURRENT ARTICLES 


Exposure of the Recurrent Laryngeal Nerves in Thyroid Operations; 
Further Experiences. Frank H. Lahey. Surg., Gynec. & Obst., 78:239-44, 
March 1944. (Advocates exposure of the recurrent laryngeal nerves in 
thyroid operations, discusses various anatomic variations in these nerves, 
and the difficulties of successful repair in case of injury.) 


Congenital Teratoma of the Thyroid; Case Report. Paul W. Sutton and 
Edward W. Gibbs. Am. J. Surg., 63:495-97, March 1944. (Removed 


) 


surgically from an infant 3 months old; 3lst authentic case report.) 

Unsolved Problems in the Preoperative and Postoperative Care of Patients 
with Hyperthyroidism. Charles $. Rea, Oak Ridge, Tenn. J. Tennessee 
State M.A., 37:10-14, Jan. 1944. 
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16. Thoracic Surgery 


EXPERIENCES WITH CHEST WOUNDS FROM THE 
PACIFIC COMBAT AREA 
EMILE HoLMAN (Comdr., M.C., U.S.N.R.) 


San Francisco, Calif. 


Ann. Surg., 119:1-25, Jan. 1944 


In 36 cases of gunshot wounds of the chest, 20 showed marked 
dyspnea; 16 hemoptysis, usually of very mild degree; 19 hemotho- 
rax, of which 12 were aspirated for a total of 27 times; 3 cases of 
aspiration were accompanied by replacement with air, 2 of which 
were complicated by empyema. Seven cases of hemothorax were 
not aspirated and were followed by uncomplicated recovery. Eight 
cases had retained foreign bodies, in 5 of which they were removed. 
Fight had fractured ribs, for which no particular treatment was 
necessary. Six had sucking wounds, requiring early closure, and 
6 were complicated by empyema, 2 of which will require a 
thoracoplasty for cure. ‘There were no deaths in the cases evacu- 
ated to the mainland from the South Pacific area. 

The following principles underlie the treatment of thoracic 
injuries: clean-cut’ bullet wounds without symptoms require 
simple dressing only; jagged, dirty wounds of entrance and exit 
should be excised immediately when possible, or filled with a sulfo- 
namide powder and excised later when the opportunity presents, 
if the wound is still free of pus. 

Large sucking wounds of the chest must be closed, but such 
closure may tax one’s ingenuity to the utmost. At the time of 
injury, if operative closure is not immediately possible, the wound 
or defect may be covered with a sterile rubber glove, or filled with 
sterile vaselined gauze, covered with a voluminous dressing, and 
fixed in place with a large adhesive bandage encircling the chest. 
This will produce fixation of the mediastinum which will permit 
the thoracoplastic procedures which later may be found necessary 
to close the defect. 

Immediate available operative measures are: 

Semilunar, relaxing incisions in the muscle layers either on one 
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or both sides of the defect may permit closure of the muscles with- 
out tension. 

Semilunar, relaxing incisions in the skin on one or both sides 
of the defect may permit closure of the defect. ‘The resulting 
raw surfaces, away from the defect, may later be skin-grafted. 

Resection of one or two ribs on one or both sides of the defect 
may permit sufficient mobilization of the soft parts to bring the 
tissues together without tension. 

The liberal use of sulfonamides locally and orally is indicated 
in all instances. In case of gross contamination of the pleural 
cavity by dirt or clothing, drainage is indicated by airtight catheter 
introduced through an intercostal space well separated from the 
closed wound. 

Hemothorax is frequently not infected and may be reabsorbed. 
Aspiration is limited to cases showing respiratory embarrassment, 
suspected infection or to cases failing to absorb within two to three 
weeks. Dyspnea must be controlled partly by morphine. If 
dyspnea recurs after simple aspiration, an attempt may be made 
to aspirate and replace with air. If this fails, thoracotomy is indi- 
cated to control hemorrhage. But, before undertaking a thoraco- 
tomy to stop bleeding, massive transfusions must be available for 
immediate use. 

Wounds of the lung do not require operative intervention per 
se unless uncontrollable hemothorax or uncontrollable tension 
pneumothorax demand it. The removal of foreign bodies in the 
chest may be safely postponed in most instances until ideal con- 
ditions prevail. 

Linear wounds produced by débridement or simple incisions 
in the lung for removal of foreign bodies may be closed with deeply 
placed right-angled lock-stitch sutures of catgut on atraumatic 
needles. Leakage of air as demonstrated by dripping water over 
the line of suture must be controlled by reinforcing sutures. 

Incisions in the myocardium may be closed with interrupted 
silk or cotton sutures. Following operations upon the heart, the 
pericardium should be closed very loosely with widely spaced in- 
terrupted sutures to prevent cardiac tamponade by blood or in- 
flammatory fluid. 

Exploratory thoracotomy can usually be performed through 
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intercostal incisions without rib division or rib excision if a suit- 
able self-retaining rib spreader is available. When thoracotomy 
for removal of foreign bodies is performed, every attempt should 
be made to limit or avoid the division of adhesions between the 
visceral and parietal pleurae in order to avoid unnecessary collapse 
of the lung. The methods for airtight closure of such thoracotomy 
incisions are described. Empyema developing in the first two or 
three weeks after injury should be drained by airtight catheter 
rather than by resection of a rib or an intercostal incision, if at all 
possible, to avoid collapse of the lung. Re-expansion of collapsed 
lung may be greatly accelerated by “forced expiratory exercises.” 
Prolonged convalescence is required following traumatic injuries 
of the chest, and return to duty should be postponed until x-ray 
evidence of intrapulmonary damage has largely disappeared, and 
is minimal. 6 references. 25 figures. 


DEATH FROM AIR EMBOLISM FOLLOWING BRONCHO- 
SCOPY. CASE REPORT 
RicHARD A. S. Cory 


Liguanea, Jamaica, British West Indies 


J. Thoracic Surg., 13:30-31, Feb. 1944 


A colored man 30 years of age suffering from a putrid abscess 
of the right lung had been bronchoscoped and aspirated some 14 
or 15 times with such marked relief that lobectomy was not urged. 
About one and one-fourth hours after the last bronchoscopy, the 
patient became restless, and as a psychosis was feared he was given 
morphia. One half-hour later he developed convulsions, which 
rapidly became generalized with opisthotonus. He died in coma 
slightly under two and three-fourths hours after bronchoscopy. 
Autopsy revealed extensive saccular and cylindrical bronchiectasis 
of the basal portion of the right lower lobe. ‘There was only a 
minute amount of blood in the bronchi, but at one spot there was 
a very small tear in the wall of a 2 mm. vein. This was possibly 
made by the bronchoscopic aspirator admitting air to the circula- 
tion. The findings in this case suggest that treatment should con- 
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sist of keeping the patient’s head down in an elevated bed on any 
occasion where bleeding is seen to occur after deep instrumenta- 
tion of the bronchial passages unless one can. be reasonably certain 
that it results only from superficial trauma to the bronchial mucous 
membrane. In the present case there had been a very slight trickle 
of blood from one of the lower bronchial branches as the aspirator 
was withdrawn from it, but, as this had been observed before, no 
more was thought of it. 


REFERENCES TO CURRENT ARTICLES 

Threshold Variations to Vagus Nerve Stimulation. C. L. Burstein, Stevens 
J. Martin and E. A. Rovenstine, New York, N. Y. J. Thoracic Surg., 
13:49-52, Feb. 1944. 

Thorascopic Removal from the Chest of a Broken Anesthetic Needle. Case 
Report. Richard A. S. Cory, Liguanea, Jamaica, British West Indies. 
J. Thoracic Surg., 12:753, Dec. 1943. 

Lead Buttons for Intrapulmonary Localization. Edward F. Skinner, De- 
troit, Mich. J. Thoracic Surg., 12:754-757, Dec. 1943. 


17. Chest Wall 


THORACOPLASTY FOR TUBERCULOSIS. 
LATE RESULTS 
ANIBAL ROBERTO VALLE 


St. Louis, Mo. 
J. Thoracic Surg., 13:36-39, Feb. 1944 


The end results of 232 consecutive thoracoplasties for tubercu- 
losis done at the Koch Hospital are presented. ‘The results are 
based upon 100 per cent follow-up to date on all cases. Thoraco- 
plasty was indicated in cases where pneumothorax was unsuccess- 
ful, or was successful but ineffective. Pneumothorax was tried 
but found ineffective in 90.5 per cent of the cases operated upon. 
Phrenic crush was done unilaterally on 80 patients and bilaterally 
on 2 patients. In some cases thoracoplasty was performed on pa- 
tients who had stabilized contralateral lesions and tuberculosis and 
mixed empyemas, with fair results; however, a contralateral pro- 


QUARTERLY REVIEW OF SURGERY 289 








gressive lesion, extrapulmonary foci, cardiovascular insufficiency, 
and serious degenerative diseases were considered contraindications 
to thoracoplasty. In cases with bilateral cavities, one side is treated 
with other collapsing measures and then, when the lesion on that 
side is under control, thoracoplasty is done on the opposite side. 
The patients were divided into three groups: Group I, those 
operated on from 1931 to 1935; Group II, those operated on from 
1936 to 1938; and Group III from 1939 to 1942 inclusive. In Group 
I and II an average of 5 ribs was removed at each stage, two stages 
being done; in Group III, an average of 3 ribs was removed at 
each stage, beginning with removal of the upper ribs and allowing 
three weeks to pass between each stage. Also, in Group III, in 
poor-risk patients only 2 ribs were removed at a time. In Group I, 
58.7 per cent of the patients were improved by thoracoplasty; in 
Group II, 74.0 per cent were improved; in Group III, 79.7 per 
cent were improved. ‘The total number of both early and late 
deaths has decreased from 35.81 per cent in Group I to 20.2 per 
cent in Group III. Likewise the hospital stay has been reduced to 
one-half of what it was in the beginning of the series. 5 tables. 


18. Pleura 


A REVISED TECHNIC FOR THE TREATMENT OF 
EMPYEMA 
Epwarp J. McGRATH 


Univ. of Cincinnati College of Medicine and Cincinnati General Hospital, 
Cincinnati, Ohio 


South. M. J., 37:127-37, March 1944 


At the Cincinnati General Hospital, a diagnostic thoracentesis 
is done when empyema is suspected; the puncture is made in the 
sixth, or “at the lowest’’ seventh interspace in the mid-axillary line 
of the involved side. ‘This is later used as the site of the thoraco- 
tomy for drainage. A trocar is employed “as a punch” to make 
the opening in the chest wall and then withdrawn. Pressure with 
a moist sponge is applied over the skin opening until a catheter is 


. 
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introduced into the chest. A Pezzer catheter—usually a No. 32 
French Pezzer is introduced with a large curved clamp, the head of 
the catheter being compressed between the jaws of the clamp. 
When the clamp is released the head of the catheter immediately 
re-expands. By slight tension on the free end of the catheter the 
expanded head is brought against the pleural opening of the tho- 
racotomy wound, closure being maintained with clamps. <A piece 
of sponge rubber, about 2 inches square, is threaded over the cath- 
eter and drawn “gently but snugly” against the chest wall. The 
flaring end of the catheter has been previously detached, and this 
is then threaded over the catheter and drawn down against the 
sponge rubber pad. It is anchored in place by adhesive tape 
wrapped about the catheter distal to it. This “collar” acts as a 
bushing against the pad of sponge rubber and exerts just enough 
pressure to “balance” that exerted by the mushroom head of the 
catheter within the thoracotomy opening, thus sealing both ends 
of this opening. A single gauze dressing is placed over the sponge 
rubber pad, and the entire apparatus is “anchored” to the chest 
wall with adhesive tape. When the patient is returned to his bed, 
or if the operation has been done at the bedside, the projecting end 
of the catheter is connected with a Wangensteen apparatus by 
which the rate of decompression of the empyema cavity can be ac- 
curately controlled. As a rule in adult patients the rate of decom- 
pression is 100 cc. per hour; this is proportionately reduced for 
children. With a very large empyema cavity, or if there are symp- 
toms of severe toxicity, more rapid decompression may be neces- 
sary. When less than 100 cc. of pus is delivered to the drainage 
bottle, the tube is left open for continuous drainage for an average 
of forty-eight hours; then irrigation is begun. At first physiologic 
saline is used; then, after two or three days, Dalsen’s solution. 
Once daily the cavity is filled with irrigating fluid until a sense of 
fullness in the chest, pain or cough, or a cessation of the flow of the 
fluid indicates that “capacity is reached.”” ‘Two-thirds of this 
amount is used for irrigation of the cavity every four hours for 
twenty-four hours; between irrigations continuous suction with the 
Wangensteen apparatus is maintained. 

This method of treatment of empyema is simple and requires 
“a minimum of attention while providing the patient with a maxi- 
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mum of comfort.’’ Four illustrative cases are reported in which 
this method was successfully used. 


REFERENCES TO CURRENT ARTICLES 


Chylothorax. Arthur M. Olsen and George T. Wilson, Rochester, Minn. 
J. Thoracic Surg., 13:53-62, Feb. 1944. 


19. Lung 


NEW TRENDS AND RESULTS IN SURGICAL THERAPY 
OF PULMONARY SUPPURATION 


GustaF E. LINpsKoG 


New Haven, Conn. 


Connecticut State J]. Med., 8:148-51, March 1944 


This paper concerns itself with certain developments which in 
recent years have been shown to increase the effectiveness of surgi- 
cal treatment in cases of pulmonary suppuration, including acute 
and chronic lung abscess and bronchiectasis. 

With respect to lung abscess, two well-defined trends have ap- 
peared. The first is earlier drainage, and the other, more accurate 
localization of the bronchopulmonary segments involved. Proba- 
bly only 15 to 20 per cent of lung abscesses will heal by conserva- 
tive measures alone. The statements of Neuhof, Betts and others 
that early drainage of the abscess is safe and desirable both from 
the standpoint of immediate results and of freedom from later 
complications is borne out by the author's experience. The only 
reservation to be made is that localization of the abscess must be 
absolutely accurate in terms not only of the lobe involved, but also 
the particular pulmonary (lobular) segment. ‘This presupposes a 
knowledge of the parietal distribution of these segments in terms 
of the chest wall. Lipiodol bronchography has given such a 
knowledge of the normal pulmonary tree. Churchill and Belsey 
have presented a working diagram of the two lungs in both poste- 
rior-anterior and lateral projections. The incidence of various 
localizations of lung abscess is discussed. Bronchoscopy is always 
indicated in late cases to rule out neoplasm. Next a lipiodol study 
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of the involved lobe and entire lung is necessary. If significant 
secondary bronchiectasis, bronchostenosis and/or daughter ab- 
scesses are demonstrated, the preferred principal treatment is 
lobectomy and not drainage. Preliminary drainage may be indi- 
cated in some cases to improve the general condition before lobec- 
tomy is carried out. The author has done single or bi-lobectomy 
in 17 cases of chronic abscess with one operative fatality and one 
late death. It is not necessary to doa preliminary drainage in small 
chronic empyemata if the infection is truly chronic and well encap- 
sulated. A one-stage drainage of the empyema with removal of 
the offending lobe at the same time is a practicable and reasonably 
safe procedure. 

Another important new development in the surgery of chronic 
abscess and bronchiectasis is that of total or intrahilar lobectomy. 
In this technic, the bronchus, pulmonary artery and pulmonary 
veins are isolated by sharp dissection and individually ligated. 
Drainage of the pleural cavity after total lobectomy may rarerly be 
dispensed with, but simple intercostal catheter drainage suffices, 
and can frequently be removed in two or three days with complete 
avoidance in many cases of empyema and bronchial fistula forma- 
tion. ‘The total postoperative hospitalization may then be reduced 
from six or eight weeks to three. Fourteen of the 55 lobectomies 
done by the author were completed by the total technic with no 
operative mortality. Four to 5 grams of sulfathiazole powder are 
dusted into the pleural cavity and wound after lobectomy. ‘This 
cuts down the incidence of empyema. In early lung abscess the 
results of sulfonamide therapy have not been encouraging. 11 
references. 


LOBECTOMY IN PULMONARY TUBERCULOSIS 


O. T. CLacetr and C. A. LuckEy 


Proc. Staff Meetings Mayo Clinic, 19:68-72, Feb. 9, 1944 


Lobectomy and pneumonectomy are seldom thought of as 
forms of treatment of pulmonary tuberculosis, yet both have a 
limited but definite place in this field. In all, a total of 81 cases 
have been treated by these methods, lobectomy 53 times and pneu- 
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monectomy 28 times. ‘The indications for these procedures have 
been published in the literature as follows: (1) bronchial stenosis; 
(2) open cavity after thoracoplasty; (3) absence of ulcerative bron- 
chial disease; (4) hemorrhage and suppuration complicating tu- 
berculosis of the lung; (5) atelectatic lobe with positive sputum 
after thoracoplasty; (6) occasionally a unilobar basilar tuberculous 
cavity which does not heal after pneumoperitoneum or phrenec- 
tomy, and (7) frequent large hemorrhages not controlled by col- 
lapse therapy. Lobectomy or pneumonectomy has been used also 
when other treatment has failed and this is the only chance. A 
good contralateral lung is, of course, necessary in each case in which 
lobectomy is considered. ‘Three cases are described in detail and 
the cases reported in the literature are tabulated. 

All 3 of the patients here reported were given sulfadiazine for 
one or two days before operation and for from five to seven days 
after operation. Bronchoscopy was performed immediately after 
operation in all cases, and in addition the patients were put in an 
oxygen tent for two to three days and encouraged to breathe: 
deeply. ‘The results were satisfactory in these three cases of pul- 
monary tuberculosis, in the last two for tuberculous stenosis of the 
upper lobe bronchus with atelectasis of the lobe. 41 references. 
1 table. 


POSTOPERATIVE PAIN FOLLOWING TOTAL PNEUMO- 
NECTOMY. I. ITS RELATIONSHIP TO POSTOPERA- 
TIVE CARE AND TO CERTAIN POSTOPERA- 

TIVE COMPLICATIONS 
JULIAN JOHNSON 


Philadelphia, Pa. 


J. Thoracic Surg., 12:697-701, Dec. 1943 


The common causes of death in which postoperative pain may 
be a factor are (1) cardiac failure, in elderly patients; (2) pul- 
monary complications caused by postoperative secretions not on a 
cardiac basis; (3) drowning from a bronchopleural fistula; and (4) 
undue shift of the mediastinum toward the remaining lung, pre- 
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venting its adequate aeration. Pain is a factor in the etiology of 
the first two of these complications. It greatly increases the dif- 
ficulty in treatment of all four complications. These complica- 
tions are discussed in detail. 

The postoperative measures considered important in avoiding 
these causes of death are the following: (1) have the patient lie on 
the operated side continuously; (2) have the patient take regular 
deep-breathing exercises, and (3) have the patient cough out any 
secretion which may be present in the tracheobronchial tree. 

Unfortunately this program may be impossible because of post- 
operative pain. In attempted sedation one must proceed cau- 
tiously along the middle road between too much morphine and 
too little morphine, either extreme having potentially fatal com- 
plications. For this reason postoperative sedation does not com- 
pletely solve the problem of postoperative pain. 


-POSTOPERATIVE PAIN FOLLOWING TOTAL PNEUMO- 
NECTOMY. Il. 1TS PREVENTION BY CRUSHING THE 
INTERCOSTAL NERVES AT THE TIME 
OF OPERATION 


JULIAN JOHNSON 
Philadelphia, Pa. 


J. Thoracic Surg., 12:702-03, Dec. 1943 


Crushing of the intercostal nerves on the inside of the chest 
during a pneumonectomy is recommended for the prevention of 
postoperative pain. The second to seventh nerves should be 
crushed if the incision is in the fourth or fifth interspace. 

Having a pain-free wound, the patient is able to lie on the 
operated side to allow free drainage from the remaining lung. He 
is able to maintain deep, even respirations to insure complete aera- 
tion of the lung. He is able to cough out secretions from the 
tracheobronchial tree without pain. It is believed that this pro- 
cedure will also lead to smooth convalescence and may occasionally 
prevent death. ‘There has been no reason to regret crushing of 
the intercostal nerves. 
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Metastatic Brain Tumor with Bronchogenic Carcinoma as the Primary 
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Thoracic Surg., 12:714-718, Dec. 1943. 
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Forsyth, Ann Arbor, Mich. J. Thoracic Surg., 13:63-66, Feb. 1944. 


The Determination and Treatment of Pressure Cavities in Pulmonary Tu- 
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Kunstler. Surg. Gynec. & Obst., 78:245-74, March 1944. (Describes a 
new technique and instruments for transthoracic intracavitary suction 
drainage of “tension cavities.”’) 
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20. Mediastinum 





REFERENCES TO CURRENT ARTICLES 
Mediastinal Lipoma. William L. Watson and Jerome A. Urban, New 
York, N. Y. J. Thoracic Surg., 13:16-29, Feb. 1944. 


Hemangioma of the Mediastinum; Report of a Case. W. E. Adams and 
R. G. Block. Arch. Surg., 48:126-29, Feb. 1944. 


21. Heart 


COMPLETE SURGICAL DIVISION OF THE PATENT 
DUCTUS ARTERIOSUS; A REPORT OF FOUR- 
TEEN SUCCESSFUL CASES 
Rosert E. Gross 


Harvard Medical School and Peter Bent Brigham Hospital, Boston, Mass 


Surg., Gynec. & Obst., 78:36-43, Jan. 1944 


Simple ligation of a patent ductus arteriosus was done in 14 
cases with satisfactory results in most of them, but in some in- 
stances the closure was incomplete or the ligature “partially cut 
through” the wall of the duct after operation. In 28 cases ligation 
of the duct was done, supplemented by wrapping it with cello- 
phane, which produces a regional fibrosis. In most of these cases 
complete closure of the duct was obtained; in a few a small leak 
was noted after operation which subsequently disappeared; only 3 
patients showed persistent, although minimal, leaks a year or more 
after operation. More recently a new technique has been devel- 
oped for complete division of the ductus arteriosus. For this oper- 
ation a curved incision is made below the left breast; the pleural 
cavity is entered in the third intercostal space, the second and third 
intercostal cartilages being cut so that these ribs can be retracted 
upward. Care is taken to identify the left recurrent laryngeal 
nerve. When the ductus is identified, it must be carefully and 
widely freed from the structures lying against its posterior and 
medial surfaces; “very delicate’ dissection is necessary especially 
in freeing the medial border. When the ductus is satisfactorily 
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exposed two clamps are placed on it; for this purpose standard 
straight hemostats 514 inches long are used. ‘These hemostats 
should not be closed too tightly, but are held in place by a new 
rubber band placed around the handle. This band must be drawn 
sufficiently tight to prevent the clamp from slipping off the ductus 
wall, and yet not with sufficient pressure to crush the vessel. “These 
clamps, when in place, ‘‘appear to take up all the available room” 
between the aortic arch and the pulmonary artery, but it is possible 
to place one additional clamp on the aortic side and another on the 
pulmonary side, although these clamps “ride up” on the aorta and 
the pulmonary artery respectively. “The ductus is then divided 
with a small scalpel between the two middle clamps, thus leaving 
two clamps on the aortic end and two on the pulmonary end of the 
ductus. These clamps must be left free in the field, but must be 
protected against pressure, angulation or jarring. The distal clamp 
on the pulmonary end is first removed and the “cuff” remaining 
beyond the proximal clamp is “‘sewed over and over,” using very 
fine silk and an atraumatic needle; the silk used for suturing 1s 
waxed or oiled. ‘The author has found Deknatel No. 00000 (size 
B) an excellent suture material for this purpose. The aortic end 
of the ductus is then treated in the same way. The remaining 
clamp on the aortic side of the ductus is removed; if any bleeding 
occurs at the suture line, a sponge is pressed over the suture until 
clotting occurs and the field is dry; then a second suture is placed 
bringing the adventitia together over the first suture. The remain- 
ing clamp is then removed from the pulmonary side of the ductus, 
and a second layer of continuous sutures bringing the adventitia 
together may be placed. In the last 8 cases the second layer of 
sutures was not used on either the aortic or the pulmonary side, 
but great care was taken in placing the first line of sutures. In 
closing the pleural cavity, a rubber urethral catheter (No. 16 or 
18 Fr.) with several holes cut in its tip is “led down” into the poste- 
rior portion of the cavity, and brought out through the chest 
wound. Just before the skin is brought together, suction is applied 
to this catheter to withdraw the air, and the catheter pulled out. 
The author has found this the best method of obtaining expansion 
of the lung. In closing the skin the corium is accurately approxi- 
mated and sutured with fine white silk (interrupted suture); the 
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epidermis is brought together ‘with a continuous corium suture of 
dermic.” This gives a skin closure with only “a hair-line”’ scar. 
This operation has been done in 14 patients; all these patients 
have recovered without serious postoperative complications, al- 
though in 2 cases there was a superimposed Streptococcus viridans 
endocarditis. 


REFERENCES TO CURRENT ARTICLES 

Aneurysm of the Ductus Botalli as a Surgical Problem. With Review of 
the Literature and Report of an Additional Case Diagnosed before Oper- 
ation. $. Mackler and Evarts A. Graham, St. Louis, Mo. J. Thoracic Surg., 
12:719-727, Dec. 1943. 

Nonsyphilitic Aneurysm of the Aorta in Individuals under 45 Years of Age. 
M. F. Steinberg, A. Grishman and M. L. Sussman, New York, N. Y. 
J. Thoracic Surg., 12:704-713, Dec. 1943. 

Constrictive Pericarditis. Classic Type with Pericardiectomy. Charles K. 
Friedberg, New York, N. Y. J. Mount Sinai Hosp., N. Y.  10:717-721, 
Jan.-Feb. 1944. 

Constrictive Pericarditis. An Atypical Case. Extreme Ascites. Cure: by 
Pericardiectomy. William Hitzig, New York, N. Y. J. Mount Sinai 
Hosp., N. Y., 10:722-724, Jan.-Feb. 1944. 

Acute Metastatic Suppurative Pericarditis. “Two-stage Pericardiostomy with 
Recovery. Irwin Paul Train, New York, N. Y. J. Mount Sinai Hosp., 
N. Y., 10:725-726, Jan.-Feb. 1944. 


22. Esophagus 


REFERENCES TO CURRENT ARTICLES 





Foreign Bodies in the Esophagus and Lower Respiratory Tract. Gilbert 
E. Fisher, Birmingham, Ala. J]. M. A. State of Alabama, 13:220-226, 
Jan. 1944. 


23. Breast 


See Index for Related Articles 
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24. Diaphragm 


REFERENCES TO CURRENT ARTICLES 
Absence of Half of the Left Diaphragm; Case Report. Millard S. Rosen- 
blatt and J. B. Bilderback. Am. J. Surg., 63:411-14, March 1944. (Defect 
repaired surgically.) 
Right Traumatic Diaphragmatic Hernia. John Roberts Phillips. Am. J. 
Surg., 63:267-71, Feb. 1944. (Report of a case.) 


25. Abdominal Surgery 


SIGNIFICANCE OF SUPRACLAVICULAR SIGNAL NODE 
IN PATIENTS WITH ABDOMINAL AND THORACIC 
CANCER; A STUDY OF ONE HUNDRED AND 
TWENTY-TWO CASES 
ENRIQUE P. VIACAVA and Georce T. PAcK 


Memorial Hospital, New York, N. Y. 
Arch. Surg., 48:109-22, Feb. 1944 


In a study of 4,365 patients with abdominal and thoracic can- 
cers, 122, or 2.8 per cent, showed involvement of the supraclavicu- 
lar lymph nodes (‘signal nodes’’). Involvement of these nodes 
was found most frequently in primary carcinoma of the lungs (13.2 
per cent); primary cancer of the esophagus and primary ovarian 
carcinoma also showed a relatively high percentage of supraclavicu- 
lar lymph node involvement (7.1 per cent and 6.1 per cent re- 
spectively). Only 2.6 per cent of 883 patients with gastric cancer 
showed involvement of these nodes. ‘The metastases occurred 
more frequently in the nodes on the left side, probably owing to 
the relationship between the thoracic duct and the nodes on this 
side. Involvement of nodes on the right side occurs chiefly in 
cancers of the thoracic cavity. Bilateral involvement of the supra- 
clavicular nodes is relatively rare and also occurs chiefly in thoracic 
cancers. In 81 of the 122 patients with supraclavicular node 
metastases, the involvement of the nodes occurred only in the ad- 
vanced stages of the primary growth, when, in most instances, there 
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were metastases in other organs. In 41 cases the supraclavicular 
metastases were the first clinical sign of malignant tumor and led to 
a thorough examination of the patient to determine the site of the 
primary tumor. Aspiration biopsy was found to be a valuable aid 
in such diagnostic studies. In supraclavicular lymph node metas- 
tases secondary to abdominal or thoracic cancer, radiation therapy 
is indicated as a palliative measure. The authors have found the 
radium element pack the best method. ‘This treatment is purely 
palliative but often causes complete regression of the metastases 
with relief of pain and pressure symptoms. ‘The ultimate result 
depends upon the site and the degree of malignancy of the primary 
tumor and whether or not other metastases are present. 


SURGICAL REMOVAL OF ADRENAL ADENOMA WITH 
RELIEF OF CUSHING SYNDROME 


SEYMOUR F. WILHELM and Lr. SipNrEy Gross, M.C. 


From the Beth Israel Hospital, New York, N. Y. 
Am. J. Med. Sc., 207:196-204, Feb. 1944 


A man of 46 years of age presenting a classical Cushing syn- 
drome was found to be suffering from a large adenoma of the right 
adrenal gland. He was completely relieved of his symptoms fol- 
lowing extirpation of the tumor and has remained well for over 
sixteen months after operation. Laminography and perirenal in- 
sufflation proved valuable in delineating the neoplasm. ‘The uri- 
nary androgens (17-ketosteroids) were greatly elevated. ‘Ihe nor- 
mal excretion of urinary estrogens suggested the likelihood of a 
benign neoplasm. 

Postoperative treatment was directed toward the prevention 
of adrenal cortical insufliciency. Frequent blood pressure read- 
ings served as an important guide for the administration of adrenal 
cortical extract, desoxycorticosterone and saline infusions. On 
several occasions, when the systolic blood pressure fell below 100, 
adrenal cortical extract (Upjohn) was administered intravenously 
with gratifying results. ‘The efficacy of intravenous adrenal 
cortical extract precludes the necessity for prolonged preoperative 
preparation. 
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The danger of overtreatment with adrenal cortical extract, 
desoxycorticosterone and saline infusion was vividly illustrated 
from the 7th to the 12th postoperative day. Oliguria and severe 
anasarca were successfully combated by the discontinuance of 
adrenal cortical extract, desoxycorticosterone and sodium chloride, 
and by the prompt administration of mercupurin, potassium 
chloride and 5 per cent glucose in distilled water. 

The patient was prepared before operation with the daily ad- 
ministration of 40 mg. of methyl testosterone for four days and 
10 mg. of cortate daily for three days. An hour before operation 
| cc. of cortical adrenal extract (Upjohn) was given intramus- 
cularly. 

During the operation a transfusion of 500 cc. of whole blood 
was given, followed by a continuous intravenous infusion of 0.5 
per cent sodium citrate, | per cent sodium chloride, and 10 per 
cent glucose. Convalescence was complicated by wound infection. 
Less than four weeks after operation the incision was firmly healed, 
testes were normal, and sexual potency had returned. 17 refer- 
ences. 5 figures. 


LYMPHOSARCOMA OF THE GASTROINTESTINAL 
TRACT. REPORT OF TWENTY CASES 
BARTON McSwain and JOHN M. BEAL 


Department of Surgery of the New York Hospital and Cornell University Medical 
College, New York, N. Y. 
Ann. Surg., 119:108-23, Jan. 1944 


A series of 20 cases of microscopically proved lymphosarcoma 
of the gastrointestinal tract is presented, the lesion having arisen 
in all areas of the gastrointestinal tract except the duodenum. 
Ihe clinical manifestations, laboratory, roentgenologic and opera- 
tive findings are reviewed and the treatment by operation and ir- 
radiation described. Cures of five or more years were obtained 
after roentgenotherapy alone in one case, after surgical extirpation 
in one, and after a combination of the two in one case. Nine cases 
(47 per cent of the cases followed) are alive and well at present 
without evidence of recurrence from one year to nine years and 
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five months since the diagnosis was established. The mortality 
at the present state of follow-up is 42 per cent. From the time of 
establishment of diagnosis in 8 patients who died, the average 
duration of life was twenty-four months. The average for the en- 
tire series (including those now alive) was thirty-seven months. 

The preoperative diagnosis of lymphosarcoma of the gastroin- 
testinal tract is rarely made. Prognosis is most favorable in cases 
suitable for complete extirpation, and resection should be under- 
taken if technically possible, although in this small series of cases 
the duration of life was shorter following combined resection and 
roentgenotherapy than after roentgenotherapy alone. Roentgeno- 
therapy alone occasionally results in apparent cure. 

The authors conclude that roentgenotherapy should be given in 
every case of lymphosarcoma of the gastrointestinal tract unless the 
operator and surgical pathologist are certain that the lesion has 
been completely eradicated. Irradiation should be started as soon 
as the wound is healed and the patient is ambulatory. 16 refer- 
ences. 6 tables. 10 figures. 


REFERENCES TO CURRENT ARTICLES 


Survey Film Diagnosis of Acute Surgical Abdomen. Samuel Levine and 
Leon Solis-Cohen. Surg., Gynec. & Obst., 78:76-82, Jan. 1944. 


Diagnostic Value of Blood Studies in Malignancy of the Gastrointestinal 
Tract. H. Leonard Bolen. Am. J. Surg., 63:316-23, March 1944. (Re- 
ports 2 cases in which the “blood pattern,’ described by the author in 
1942, was of value in diagnosis.) 


Drepanocytosis (Sicklemia) and an Apparently Acute Surgical Condition 
of the Abdomen; Report of Their Occurrence in a White Youth with 
Laparotomy. Charles B. Candy, Gurth Carpenter and Lewis F. Ellmore. 
Arch. Surg., 48:123-25, Feb. 1944. (First case of operation of this type 
in a Caucasian.) 

Delayed Effects of Trauma of the Abdominal Viscera. William Seaman 
Bainbridge (Captain, M.C., U.S.N.R.). Mil. Surgeon, 94:135-39, March 
1944. 

Traumatic Cyst of the Lesser Omentum. Case Report. Milton Birnkrant, 
Brooklyn, N. Y. Radiology, 42:74-76, Jan. 1944. 

Gastroenterology; A Review of the Literature from July 1942 to July 1943. 
Chester M. Jones, Boston, Mass. Arch. Int. Med., 73:53-108; 154-197, 
Jan. and Feb. 1944. 
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26. Abdominal Wall 


See Index for Related Articles 


27. Hernia 


REFERENCES TO CURRENT ARTICLES 
Hernias; Report of Itwo Unusual Cases. Milton N. Camp (Captain, M.C., 


A.U.S.) and Sherman E. Andrews (Major, M.C., A.U.S.). Am. J. Surg., 
63:259-60, Feb. 1944. 

Right Inguinal Hernia Following Lower Abdominal Incisions; Report of 
Thirty-one Cases. Norman W. Thiessen (Major, M.C., A.U.S.). Am. 
J. Surg., 63:214-17, Feb, 1944. 

Vermiform Appendix in Inguinal Hernial Sac, a Report of 3 Cases. Victor 


F. Woldman (Lieut. Commander, M.C., U.S.N.R.). U.S. Nav. M. Bull., 
12:440-42, Feb. 1944. 


28. Peritoneum 


PERI TONEOSCOPY IN LIVER DISEASE 


Epwarp B. BENEDICT 


Harvard Medical School and Massachusetts General Hospital, Boston, Mass. 
New England J. Med., 230:125-30, Feb. 3, 1944 


In 435 cases in which peritoneoscopy was done with the Rud- 
dock instrument, the liver was examined in 33] or 70 per cent. 
All of the patients were seriously ill, and in most instances it was 
considered that an exploratory laparotomy should be avoided. 
Peritoneoscopy requires only a | cm. incision under local anes- 
thesia; if jaundice or evidence of liver damage is present and the 
prothrombin time is found to be prolonged, vitamin K is given 
before peritoneoscopy. Morphine and its derivatives and the bar- 
biturates are contraindicated in these cases, but chloral hydrate 
may be safely used. In the 331 cases in which the liver was in- 
spected by peritoneoscopy, a lesion of the liver was found in 260 
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cases; in the other 71 cases the liver was essentially normal. Met- 
astatic carcinoma was found in 170 cases, primary carcinoma in 5 
cases, cirrhosis in 73 cases. Peritoneoscopy is of special value in 
determining whether or not metastatic carcinoma is present in the 
liver, especially in cases of gastric carcinoma. Peritoneoscopy was 
done in 95 cases of carcinoma of the stomach, and metastatic carci- 
noma of the liver found in 20; thus laparotomy was avoided in 
these 20 cases. In other cases in which peritoneoscopy showed 
metastatic carcinoma of the liver and the primary source was in 
organs other than the stomach, exploratory operation was avoided 
in some cases. On the other hand, if no metastatic lesion is found 
in the liver by peritoneoscopy, exploratory operation and in some 
cases radical resection of the primary growth may be possible. 


29. Stomach and Duodenum 


ANNUAL REPORT ON SURGERY OF THE STOMACH 
AND DUODENUM FOR 1942 
WALTMAN WALTERS, H. K. Gray, J. T. PrirstLey and V. S$. CoOUNSELLER 


(Discussion by D. C. Balfour) 


Proc. Staff Meetings Mayo Clinic, 18:505-511, Dec. 29, 1943 


During the year of 1942, 150 patients underwent resection of 
the stomach for malignant lesions with a mortality rate of 6.7 per 
cent, which is the lowest on record in the Clinic. The mortality 
rate for gastric resections for benign lesions of the stomach and 
duodenum was 1.6 per cent, and the mortality rate for gastroen- 
terostomy for benign lesions was 1.5 per cent. It would appear, 
therefore, that gastric resection for benign lesions carried no 
greater risk than gastro-enterostomy. However, the risk becomes 
equal only after rigid selection of cases and application of the 
surgical procedure indicated in each individual case. 

Although there has been a great reduction in the number of 
patients operated upon owing to the progress in medical treatment 
of these cases, the trend away from surgical treatment may have 
been exaggerated as some borderline cases have later come for 
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surgery. The percentage of patients treated surgically was be- 
tween 15 and 16 per cent in 1942. Also the type of ulcer seen in 
the operating room has changed. Patients who have bleeding 
ulcers of a serious nature, perforating ulcers, marked obstruction 
and persistent and unrelieved pain comprise the surgical group 
principally. ‘The changing character of the surgical procedure 
for duodenal ulcers over the past fifteen years is noted. Partial 
gastrectomy is looked upon as an operation of choice except in cases 
in which it is definitely contraindicated. No operation will com- 
pletely protect a patient from recurrence of ulcer. In this respect 
gastroenterostomy holds the advantage because recurrent ulcer can 
be treated by the restoration of anatomic conditions as they were 
originally. 

It is obvious from this report that the surgical treatment of 
cancer of the stomach in respect to safety with which this disease 
can be removed leaves little room for advancement. ‘The real 
problem remains that of increasing the operability rate. More ac- 
curate recognition of the disease and an increase in the scope of 
partial gastrectomy would be of aid. It is possible that some easy 
and accurate routine method of examination of the stomach as part 
of a general examination may become the rule, just as roentgeno- 
logic examination of the lungs is an approach to the elimination of 
pulmonary tuberculosis. 

Gastroscopy is not only a distinct aid in diagnosis, but also in 
indicating the significance of gastritis in relation to the develop- 
ment of carcinoma. A sharp increase in the incidence of duodenal 
ulcer may be anticipated as at the end of the last war. 4 figures. 


A SIMPLE, USEFUL ANTERIOR GASTROENTEROSTOMY 
FRANK H. LAHEY 


Lahey Clinic, Boston, Mass. 


Surg., Gynec. & Obst., 78:169-72, Feb. 1944 


Subtotal gastrectomy, while the treatment of choice for many 
cases of peptic ulcer, is not indicated in every case, either because 
of the patient's poor general condition, or because the ulcer is low 
in the duodenum in close relation with the bile duct and possibly 
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the pancreatic duct. Gastroenterostomy relieves the ulcer symp- 
toms in many of these cases. Because posterior gastroenterostomy 
is complicated by gastrojejunal ulcer or gastrojejunocolic fistula 
in a considerable percentage of cases (at least 15 per cent), the 
author prefers an anterior gastroenterostomy. ‘The technique 
which he has devised can be easily carried out even in patients 
with a high “undeliverable” stomach and a fat filled mesentery. 
An essential feature of the author’s technique is the removal of the 
omentum from the greater gastric curvature from the right side 
well over on the left side. “his completely frees the greater curva- 
ture so that it is picked up with a Babcock forceps and turned up- 
ward. A loop of jejunum is brought upward over the transverse 
colon (antecolic) and attached to the greater curvature just behind 
its edge. A wide anastomosis is made under direct vision without 
the use of clamps and without tension. In this position the gastric 
contents remain within the stomach by gravity. The proximal 
loop of the jeyunum must be of such length that it fits easily over 
the transverse colon without tension; an enteroenterostomy is not 
necessary. With this operation, if a postoperative jejunal ulcer 
occurs, subtotal gastrectomy is “easier and safer’ than after pos- 
terior gastroenterostomy. 


MALIGNANT TUMORS OF THE STOMACH 


FELIX DE AMESTI 


Univ. of Santiago and Hospital del Salvador, Santiago, Chile 


Am. J. Surg., 63:78-85, Jan. 1944 


Of 127 patients with gastric cancer observed in the last four 
years at the Hospital del Salvador of Santiago, 104 were submitted 
to operation and gastric resection was done in 58 patients. In this 
series, males predominated (74 per cent), and the highest inci- 
dence occurred in the fifth decade of life. In persons over forty 
years of age the development of dyspeptic symptoms or of ‘‘the 
ulcer syndrome’ without previous digestive disturbances should 
suggest the possibility of gastric cancer. In this series the gastric 
resectability was greater in patients with one year’s duration of 
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symptoms than in patients whose symptoms were of shorter dura- 
tion; this is attributed to slower evolution of the tumor in the 
former group. ‘The postoperative mortality for all gastrectomies 
was 20 per cent, 16 per cent for subtotal and 44 per cent for total 
gastrectomies. A follow-up study was possible in 55.17 per cent of 
patients after gastrectomy. ‘The average duration of life after 
operation was six months; only one patient is living and well four- 
teen months after operation. In the subtotal gastrectomies the 
average duration of life was seven and a half months after operation; 
one patient is living more than four years and 2 patients more than 
two years. In patients who were operated on, but in whom gastric 
resection proved impossible, the longest postoperative survival 
period (four months) was noted in the group in which only ex- 
ploratory operation was done. ‘Therefore the author concludes 
that, if exploratory operation shows radical resection to be impos- 
sible, no palliative operation should be attempted. In most cases 
of gastrectomy, operation was done under novocain local infiltra- 
tion; In some cases this was supplemented by cyclopropane; less 
cyclopropane was required when used with novocain. Four pa- 
tients in whom gastrectomy was done had cardiac disease with car- 
diac insufficiency, which became compensated under treatment 
before operation was done; all these patients made a good post- 
operative recovery. 


TOTAL GASTRECTOMY, SPLENECTOMY, RESECTION 
OF THE LEFT LOBE OF THE LIVER, OMENTUMEC- 
TOMY AND COLECTOMY UPON ONE PATIENT 
IN ONE OPERATION 
FRANK H. LAHEY 


Department of Surgery, The Lahey Clinic, Boston, Mass. 


Ann. Surg., 119:222-224, Feb. 1944 


The patient described had the most extensive Operation ever 
undertaken in the author’s experience, namely total gastrectomy, 
splenectomy, omentumectomy, colectomy, and resection of the left 
lobe of the liver. The technical surgical details are described to- 
gether with a photograph of the specimen and the anesthesia 
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record. Although the removal of this large amount of abdominal 
contents was not justified in view of the short period of survival 
of the patient, the successful technical accomplishment of the 
operation is proof of the modern advances in anesthesia and surgi- 
cal methods. ‘The patient died two months after closure of the 
Mikulicz opening from what proved at autopsy to be a recurrence 
of the malignant lesion. ‘The pathologic report was Hodgkin's 
disease of the stomach. | figure. | chart. 


AN EXPERIMENT IN THE EARLY DIAGNOSIS OF 
GASTRIC CARCINOMA 


Forpyce B. St. JoHN, PAUL C. Swenson and Haro.p D. Harvey 


Departments of Surgery and Radiology, College of Physicians and Surgeons, Columbia 
University and from the Presbyterian Hospital, New York, N. Y. 


Ann. Surg. 119:225-231, Feb. 1944 


During thirty-five years at the Presbyterian Hospital from 1908 
to 1942 inclusive, 1,204 people with carcinoma of the stomach 
were admitted to the hospital. Of this number 231 underwent 
resection, of whom 64 died as a result of operation. Less than 15 
per cent left the hospital with any possibility that their disease had 
been arrested. ‘Ihe resectability rate during the period 1908 to 
1937 was 14.8 per cent and for the past five years has been 36.5 
per cent. Before 1938, less than one patient in ten with gastric 
carcinoma left the hospital with any hope of recovery. During the 
past five years the ratio approaches three in ten. 

It is the large group of patients who come to the doctor too 
late for attempts to cure that forms the main subject of this study. 
Usually the symptoms of gastric carcinoma escape their notice or 
the doctor first consulted failed to detect the symptoms. Much 
has been done for pulmonary tuberculosis by mass studies of peo- 
ple who did not suspect that they had the disease. ‘he present 
writers have made an experimental attempt similarly to attack 
gastric carcinoma. Mass roentgenologic studies were made of men 
and women who were not suspected of having gastric lesions. ‘The 
number examined was 2,432 persons, and of these 491 have been 
reexamined a year or more later, making a total of 2,923 examina- 


QUARTERLY REVIEW OF SURGER} 309 





tions. 2,413 cases were studied; of these 3 had prove unsuspected 
malignant gastric tumors, 2 of which were carcinomas and | a 
lymphosarcoma. ‘The incidence of unsuspected malignant tumors 
found, therefore, was 1.24 per thousand. ‘These 3 cases underwent 
subtotal gastric resection. “The method of study was essentially a 
rapid fluoroscopic examination of the stomach. If the examination 
showed any abnormality, the patient was brought back for more 
careful study. Forty patients can be examined in an hour. It re- 
quires two assistants and a stenographer to keep the examiner busy. 
The project is for the time being interrupted by war conditions. 
This study should be continued for many years to prove its value. 
2 charts. 


ACUTE PERFORATED DUODENAL ULCER 
VERNE G. BURDEN 


St. Joseph’s and Fitzgerald-Mercy Hospitals, Philadelphia, Pa. 
Am. J. Surg., 63:61-68, Jan. 1944 


In the past fifteen years, 19 cases of acute perforated ulcer have 
come under the author's care. In all, closure of the perforation 
and gastroenterostomy were done; in 12 the appendix was also re- 
moved. ‘There was one death in this series, in a patient admitted 
in a state of shock five hours after perforation and operated on im- 
mediately; the longest duration of symptoms before operation was 
eighteen hours. ‘The author prefers spinal anesthesia because of 
the satisfactory muscular relaxation obtained; it is not indicated 
in the presence of shock. Closure of the perforation is done by 
through and through cotton sutures, reinforced by fat tabs. The 
author does not infold or use a purse-string suture. He considers 
that gastroenterostomy should be done unless ‘“‘advanced peri- 
tonitis”” is present, as it does not increase the operative risk, is a 
“safeguard”’ against recurrence, and protects the suture against 
tension and leakage. As a rule the wound is closed without drain- 
age when a gastroenterostomy has been done. 
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PERFORATION OF GASTRIC AND DUODENAL ULCERS; 
A SERIES OF 312 CASES 


STANLEY C. RAw 


Royal Victoria Infirmary, Newcastle-on-Tyne, England 


Lancet, 1:12-14, Jan. 1, 1944 


At the Royal Victoria Infirmary of Newcastle-upon- Tyne, there 
was a steady increase in the number of cases of perforated gastro- 
duodenal ulcer admitted from 1937 to 1941, the majority of these 
cases were duodenal ulcer. In the author’s personal series of 312 
perforated gastroduodenal ulcers, 282 were duodenal. The typical 
symptoms of perforation are sudden onset of pain with little 
vomiting; pulse and temperature are usually normal for the first 
few hours. The pain tends to radiate to the “‘shoulder-tip,”” owing 
to the irritation of the under surface of the diaphragm by gastric 
contents or bile. Persistent rigidity of the right upper rectus 
muscle is characteristic, and this persists even if the pain is relieved 
by the administration of morphine. A radiogram may demonstrate 
free gas below the diaphragm, especially if any antero-posterior 
film is made with the patient lying on his left side. Most patients 
with perforated gastric or duodenal ulcer require little preopera- 
tive treatment, but, if the patient is in shock with pulse-rate over 
100 and systolic pressure below 100 mm. Hg., blood plasma should 
be given (one to two pints). In most cases operated on early, open 
anesthesia may be used; for more severe and late cases, local anes- 
thesia is employed. As a rule the author closes the perforation 
covering the suture with “a tag” of omentum; in a few cases a 
gastroenterostomy has been done at the same time or a few weeks 
later. Drainage is not done except where there is danger of subdia- 
phragmatic subhepatic abscess. In the author’s series, as in other 
series reported, the mortality increased with the delay in operation. 
For patients operated within six hours after perforation, the mor- 
tality was 6.5 per cent; for those operated seven to twelve hours 
after perforation, 14.6 per cent. After twelve hours the mortality 
rose rapidly. ‘The mortality rate for the entire series was 14.4 per 
cent. ‘he mortality rate was also affected by age of the patient; in 
patients under 42 years of age, the mortality was 7.6 per cent, over 
42 years, 21.3 per cent. 
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FAMILIAL PEPTIC ULCER HEMORRHAGE 


EpWIN Boros 
New York N. Y. 
Am. J. Digest. Dis., 11:45-47, Feb. 1944 


The author presents a study of 6 cases of marked blood loss as a 
complication to preexisting peptic ulcer in 6 closely related mem- 
bers of the same family. The one first to be involved was a mother 
of 11 children. Of the latter 4 sons and | daughter had a peptic 
ulcer with massive hemorrhage. A daughter of the eldest son like- 
wise was similarly affected. “The remainder of the children, aside 
from one daughter, who had had a gastro-intestinal affection (not ul- 
cerous), had no digestive disturbances as far as could be ascertained 
The human constitution, as such, determines if not influences in 
some measure the life cycle of peptic ulcer. It offers no complete 
answer to the problem of etiology. It might well be that, with a 
basic pattern that is affected, initiating influences may come into 
play where ordinarily they would have no influence. Possibly the 
ingrained factor of a familial existence of peptic ulcer predicates 
a basic disorder of such nature as to indicate caution in applying 
the same principles of treatment as 1n patients not so disposed. In one 
of the cases here reported a gastric resection was performed for 
long-standing ulcer complaints. ‘There had been no bleeding prior 
to operation, but operation was followed by a gross hemorrhage. 
In one of the other cases described, operation was entirely unsuc- 
cessful, for it was followed by several attacks of gastric and rectal 
hemorrhage. In a study of 108 cases of massive ulcer bleeding, 
recurrence was noted in 42 per cent. It may be advisable that 
further analysis be given to the influence of the constitutional 
factor in this problem. 9 references. 


WHICH PEPTIC ULCERS SHOULD BE OPERATED UPON? 


Kart A. MEYER and F. STEIGMANN 


Chicago, Ill. 
Illinois M.J., 85:82-87, Feb. 1944 


Today it is almost unanimously agreed that the peptic ulcer 
patient is essentially a medical problem. The surgeon often may have 
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to be consulted during the life of a peptic ulcer patient to aid in 
complications that may arise. Even then, surgery does not change 
the patient into a surgical problem. It only serves as an additional 
therapeutic procedure in the medical management of the particu- 
lar case. ‘There are, however, definite indications for surgery in 
patients with peptic ulcer. ‘These can be divided into those of an 
emergency nature and those of an elective nature. ‘The cases fall- 
ing into the latter group can be subdivided into those in whom 
surgical intervention should be done without delay and those who 
should first be tried on a strict medical regimen. Acute surgical 
emergencies include perforated peptic ulcers and massive hemor- 
rhage. All of these patients require adequate preoperative prepa- 
ration. ‘The stomach should be aspirated and adequate doses of 
morphine should be given. Intravenous fluids should be started 
and, if shock is present, adequate amounts of plasma should be 
given. Ihe anesthetic of choice is spinal anesthesia. If not avail- 
able, then local anesthesia properly given with relatively higher 
doses of morphine and scopolamine may be used. A Levine tube 
should be used before an inhalation anesthetic to prevent vomit- 
ing. Surgery performed should be minimal, namely, simple clos- 
ure of the ulcer perforation. In gastric ulcer a biopsy is imperative 
to exclude malignancy. Details of operative technic are discussed. 
Drainage is not recommended. A most important factor in the 
postoperative care is the use of the Levine tube. It should be in- 
serted at the time of admission and left in for two or three days 
after surgery. It prevents gaseous distention and postoperative 
gastric dilatation. Adequate fluids and blood transfusions are in 
order. 

In cases of massive hemorrhage in younger patients medical 
treatment is indicated unless there have been several bouts during 
a twenty-four hour period. It is better to operate during a qul- 
escent period, if possible. In older patients, massive hemorrhage 
requires more immediate operation. Patients who bleed slowly 
but continuously and who are carried along on blood transfusions 
for a-week or ten days present a greater surgical risk. By continu- 
ing the administration of blood during and after the operation, 
giving 1,000 to 2,000 cc. or more, it is possible to save such patients. 
Spinal or local anesthesia is preferable. For cases with ulcer pene- 
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trating into the head of the pancreas and eroding the pancreatico- 
duodenal artery, the preferred technic is high gastric resection with 
removal of the ulcer. 

Pyloric obstruction as a complication of gastric or duodenal 
ulcer requires surgery only when it has been proved that the ob- 
struction is on a cicatricial basis. ‘These patients should be care- 
fully decompressed by Levine suction and the use of antacids, anti- 
spasmodics and sedatives. If no change is observed at the end of 
ten days, surgical intervention is indicated. When a gastroenteros- 
tomy is to be performed on a dilated stomach, a fairly long 
proximal loop should be left, since there will be shrinkage of the 
stomach pulling the anastomosis into the lesser peritoneal cavity. 
Also obstruction from the second row of stitches must be avoided. 
Large gastric ulcers are best resected when initially seen. Among 
the cases to be retried on medical treatment before surgical treat- 
ment may be mentioned patients with pyloric obstruction and pa- 
tients with intractable pain. If the stenosis in the pyloric obstruc- 
tion cases persists after a careful regimen, operation is indicated. 
In cases of recurrent pyloric obstruction surgery may eventually 
have to be done. Patients with intractable pain should usually be 
observed for a fairly long time on a rigid medical regimen before 
surgery is advised, as otherwise the results are not satisfactory. 
High gastric resection is recommended to control the acid factor. 
6 references. Discussion by Dr. Alfred A. Strauss of Chicago, Il. 


GASTRIC HEMORRHAGE: IMPLICATIONS 
AS TO TREATMENT 


KarRL A. MEYER and FREDERICK STEIGMANN 


Chicago, Ili. 
Surg. Clin. North America, 24:29-40, Feb. 1944 


Following a brief discussion of the causes of gastric hemorrhage, 
the character of the hemorrhage and the lesions causing hemor- 
rhage, the predominance of peptic ulcer as a cause is emphasized. 
The various general measures for checking hemorrhage and the 
indications for blood transfusion are reviewed. Most surgedns 
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justifiably avoid operation on a patient with sudden massive gas- 
tric hemorrhage. For patients who bleed continuously, however, 
in spite of adequate treatment, surgery within a matter of hours 
after onset of bleeding is required and may prove life saving. The 
indications for immediate or elective surgery are carefully evalu- 
ated. ‘he present writers operate in all cases of recurrent massive 
hemorrhage occurring while the patient is on an adequate medical 
regimen, particularly if the patient be over 40 years of age, as soon 
as he recovers from the initial shock and has been carefully pre- 
pared by transfusions for the operation. Operation is likewise ad- 
vised in all ulcer patients who, in spite of a careful medical regi- 
men, have gastric hemorrhage or melena at certain intervals. 
Finally they operate upon all patients with even mild degrees of 
bleeding if they give definite evidence of other ulcer complications 
such as pyloric obstruction, large gastric ulcer or intractable ulcer 
pain. 

The authors have for the past few years used Nupercaine spinal 
anesthesia. After opening the abdomen, the peritoneal cavity is 
quickly explored and the stomach and duodenum examined to 
ascertain the cause of bleeding. An opening is made through the 
gastrohepatic omentum and the posterior wall of the stomach is 
freed from adhesions. The greater curvature is freed upward and 
downward by grasping and cutting successive portions of the gastro- 
colic omentum between Kelly forceps. These are carefully tied 
with catgut. A similar procedure is used along the lesser curva- 
ture, with special care to the blood vessels, until the portion of the 
stomach and duodenum which is to be resected has been freed. 

Babcock forceps are then placed on the tissue above and below 
the duodenum and a Payr clamp is placed across the portion to be 
resected. ‘The duodenum is cut across with a knife just distal to 
this Payr clamp. ‘This permits open exploration of the duodenum. 
The technic of closure is quite difficult. It may be necessary to 
transfix large bleeding vessels with catgut stitches through the base 
of the ulcer. In others a piece of omentum or muscle tissue 1s 
utilized for transfixation. ‘The duodenum is closed by interrupted 
catgut sutures catching all layers of the posterior wall and then 
those of the anterior wall. The end sutures at the lesser and 
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greater curvatures are held with forceps for fixation and then in- 
verted by a half purse-string suture of catgut so as to close the ends 
well. Interrupted wire sutures are then placed from the pancreatic 
capsule to the anterior duodenum just beyond the catgut sutures 
previously placed, so as to bury the duodenal stump in the head of 
the pancreas and under the pancreatic capsule. Any available 
omental tissue is then tied over the closed stump for additional 
protection. ‘loo close attention to the detail of closure of the duo- 
denum cannot be paid. Sulfanilamide powder is placed about the 
duodenal closure. 

The gastric resection is done according to the Hofmeister 
technic as modified by Meyer. ‘The modification consists of bury- 
ing the lesser curvature by means of a purse string suture; 1.e., the 
lower border of the stomach not used for the stoma is thus invagi- 
nated after being first carefully closed. ‘The final result is then 
similar to a Schumacher type of closure. ‘The authors likewise 
prefer an antecolic to a retrocolic anastomosis. ‘he advantages of 
these modifications are described. ‘The writers also prefer to do a 
high gastric resection with removal of at least 3/4 or 4/5 of the 
stomach. The patency of the stoma into each loop of the jejunum 
is carefully checked before the abdomen is closed. Results with 
this type of procedure have been favorable in the cases treated at 
Cook County Hospital. Illustrative cases are cited. 39 references. 
9 figures. 


HYPERTROPHIC PYLORIC STENOSIS IN ADULTS. 
REPORT OF TWO CASES 
J. Epwarp Berk (Capt., M.C., A.U.S.) and Harotp J]. DuNnLap (Lt. Col., 
M.C., A.U.S.) 


Gastrointestinal and General Surgery Sections, Tilton General Hospital, Fort Dix, N. J. 


Ann. Surg., 119:124-133, Jan. 1944 


The patients in the two cases here reported fall into that group 
of individuals with hypertrophic pyloric stenosis, who, in middle 
or late life, present a comparatively brief ulcer-like history asso- 
ciated with symptoms and signs of partial to complete pyloric ob- 
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struction. In both instances preoperative study indicated an ob- 
structing pyloric ulcer, but malignancy could not be excluded with 
certainty. Subtotal gastric resection was performed in both cases 
because of the identification at operation of a pyloric mass, the 
precise nature of which could not be determined. In a number 
of the cases reported in the literature as instances of hypertrophic 
pyloric stenosis in adults, the diagnosis was founded merely on the 
surgeon's observations and was not supported by confirmatory 
biopsy evidence. In such instances, simple gastro-enterostomy, 
muscle-splitting, and kindred plastic operations were undertaken. 
Using operative findings alone as a criterion for diagnosis is be- 
lieved by the present writers to be fraught with danger. ‘The in- 
ability to exclude malignancy justifies in their opinion gastric re- 
section, rather than a simple palliative procedure, even though 
one may suspect that the tumor mass is composed of hypertrophied 
pyloric muscle. 

Pyloric muscle hypertrophy in adults may be associated with 
histologic evidence of chronic gastritis. ‘There is suggestive evi- 
dence in the two cases reported‘that prolonged and persistent py- 
lorospasm associated with personality dysfunctioning may have 
eventuated in hypertrophy of the pyloric musculature. 2 refer- 
ences. 7 figures. 
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Benign Gastric Tumor. Donovan F. Ward (Lieut. Comdr., M.C., U.S.N.R.). 
J. lowa State M. Soc., 34:16-18, Jan. 1944. 

Right Rectus Gridiron Incision in Congenital Hypertrophic Pyloric Ste- 
nosis. Herbert H. Davis. Surg., Gynec. & Obst., 78:213, Feb. 1944. 


30. Small Intestines 


SIMPLE APPARATUS FOR THE CARE OF AN ILEOSTOMY 
Joun H. Grinptay (Major, M.C., A.U.S.) 


Milwaukee, Wis. 
Am. J. Surg., 63:280-81, Feb. 1944 


An apparatus is described for the care of an ileostomy wound 
to prevent ulceration from the irritating secretions. For the main 
portion of the apparatus a latex rubber cap of an infant nursing 
bottle is used; the essential features are the nipple, the large dome 
and the flanged rim. ‘Two holes are cut in this cap, one about 2 
mm. in diameter in the nipple, and the other about 3 mm. in 
diameter in the “dome” near the flanged rim, preferably where the 
flange is broadened to forma tab. A soft-rubber urethral catheter, 
about No. 26 Fr. in size, is drawn through the hole at the edge of 
the dome until the flaring end protrudes only slightly beyond the 
inner surface of the cap. Then a small urethral catheter (about 
No. 12 Fr. size) is drawn through the hole in the nipple, so that 
the flared end protrudes into the lumen of the nipple for about 
| inch. A part of the flared ends of both catheters are usually 
cut off before they are drawn through the holes in the cap, especi- 
ally the end of the small catheter, leaving it shorter than the large 
catheter. In using this apparatus, the skin around the ileostomy 
opening is cleaned, dried, and covered with vaseline gauze. The 
large catheter is connected with a suction apparatus—any type of 
apparatus giving continuous suction is used; the small catheter is 
“pinched off” with a Hoffman clamp. When suction is started, 
the rim of the cap becomes “embedded” in the vaseline gauze, 
thus forming “an airtight seal” over*the ileostomy opening; the 
suction also removes fluids and gas discharged from the opening. 
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The clamp holding the smaller catheter may be opened slightly if 
negative pressure is too powerful, or may be opened widely to 
flush out the apparatus. With this method a daily dressing is 
adequate to keep the ileostomy opening clean. The use of the 
apparatus is discontinued when the discharge from the stoma 
becomes characteristic of ileostomy stools. 


REFERENCES TO CURRENT ARTICLES 
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ology, $2:122-127, Feb. 1944. 
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31. A ppendix 


CHEMOTHERAPY IN THE MANAGEMENT OF ACUTE 
APPENDICITIS 
WittiAM L. Berktey (Commander, M.C., U.S.N.R.) and 
Harry C. Watkins (Lieut. Commander, M.C., U.S.N.R.) 
U. S. Nav. M. Bull., 42:1-6, Jan. 1944 


As appendectomy must be done under unfavorable conditions 
at sea, Causing many postoperative complications that subsequently 
require hospitalization ashore, many naval medical officers con- 
sider conservative therapy preferable in order to abort the attack or 
“promote quiescence,” when operating conditions are unfavorable. 
On a naval transport during a period of sixteen months, 20 patients 
were admitted to the sickbay with symptoms suggestive of acute 
appendicitis; in 8 of these this diagnosis was subsequently con- 
firmed, and in 3 was questionable; in the other cases, the diagnosis 
of appendicitis was finally definitely excluded. All of these 20 
patients were given a sulfonamide on admission, which was dis- 
continued if the diagno8is of appendicitis was excluded. In the 8 
cases in which the diagnosis of acute appendicitis was confirmed 
sulfathiazole was given in 7 cases and sulfanilamide in one case. 
With both drugs the initial dose was 2 gm., the maintenance dose 
| gm. four times a day; fluids were given by mouth. In all there 
was a progressive diminution in pain, tenderness and rigidity after 
the first twelve hours, and all subjective symptoms disappeared 
within twenty-four hours; residual tenderness in the appendiceal 
area persisted for two to four days. In the 3 cases in which the 
diagnosis of acute appendicitis was doubtful, all subjective and 
objective symptoms disappeared in forty-eight hours in 2 cases, 
while in the third case residual tenderness persisted for over five 
days. Only one patient showed any toxic reaction—a mild genera- 
lized rash—that disappeared within twenty-four hours after sulfa- 
thiazole was discontinued. ‘The authors do not advocate the use 
of chemotherapy in the treatment of acute appendicitis under 
ordinary conditions when operation can be done promptly under 
favorable circumstances, but consider it of great advantage aboard 
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small ships, and under other wartime conditions where operation 
involves a definite risk. Of the 8 patients in this series in whom 
a definite diagnosis of acute appendicitis was made, 4 were subse- 
quently sent to a naval hospital for “interval operations.” 

[It would seem desirable to use fluids or sulfonamides only 
parenterally during the early stage of acute appendicitis.—Eb. | 


APPENDICITIS IN THE NAVY 
F. GLENN Irwin (Lieut. Commander, M.C., U.S.N.R.) and 
Gaines L. Coates (Lieut. Commander, M.C., U.S.N.R.) 


U. S. Nav. M. Bull., 42:7-10, Jan. 1944 


In 300 consecutive appendectomies in a naval hospital, there 
were 266 cases of acute appendicitis and 34 of chronic appendi- 
citis. In 11 of the acute cases the appendix was found to be rup- 
tured. Sixty-three of the patients were sent to the hospital from 
ships, the others from shore stations. Over one-third of the patients 
(110) were operated on within twelve hours after onset of 
symptoms and an additional 77 within twefve to twenty-four hours; 
41 patients were operated on more than forty-eight hours after 
onset. Abdominal findings on examination were typical of ap- 
pendicitis in 213 cases and atypical in 59 cases. In 28 cases in 
which physical findings were negative, acute appendicitis was 
found at operation. In the 41 cases in which operation was delayed 
beyond forty-eight hours, 9 patients were sent to the hospital from 
ships and operation had been postponed by the medical officer. 
Spinal anesthesia with procaine hydrochloride alone or in combi- 
nation with pontocaine was used in 295 cases; in all these cases, 
morphine and nembutal were given preoperatively. In 8 cases 
general or local anesthesia was necessary to supplement the spinal 
anesthesia. Various types of suture material, including cotton, 
were used; no difference in wound healing was observed; the use of 
small size suture materials is considered more important than the 
nature of the material. Only 41 patients required postoperative 
parenteral fluid; these patients were all in the group in which 
operation was delayed over forty-eight hours. Sulfanilamide or an- 
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other sulfa drug was given intraperitoneally or orally to all patients 
“who, in the surgeon's opinion, need help in combating their 
infection”; this included all with gangrenous or ruptured appen- 
dix. ‘There were no deaths in this series. Some of the patients in 
whom operation was delayed because they were on sea duty 
were in excellent condition on admission to the hospital; others 
were not. On the basis of their experience, the authors advise 
the following regime, when it is considered best to delay operation 
on ships without adequate operating facilities: strict adherence to 
Ochsner’s principles, “decompression” by means of a Levine or 
Miller-Abbott nasal tube and Wangensteen suction; liberal use 
of parenteral fluids; sulfonamides by mouth or intravenously. Hos- 
pital corpsmen should be trained in the use of nasal tubes and 
the Wangensteen apparatus; and also in the administration of 
fluids intravenously. 
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32. Colon and Rectum 


SURGICAL TREATMENT OF ULCERATIVE COLITIS 
ALFRED A. StrRAuss and SIEGFRIED F. STRAUSS 


Chicago, Ill. 
Surg. Clin. North America, 24:211-224, Feb. 1944 


Since 1917 and 1918 the authors have advocated early ileos- 
tomy as the only cure or possible chance of cure of ulcerative 
colitis. Since 1923 and 1924 they have advocated that an ileostomy 
be performed as soon as the diagnosis of ulcerative colitis is made. 
The advantages and disadvantages of ileostomy are discussed and 
the technic of simple loop ileostomy is described. ‘The value of 
resection of the colon in patients with recurrence following ileos- 
tomy is emphasized. It is concluded that a simple loop ileostomy 
is indicated as soon as there has been a definite diagnosis of ulcera- 
tive colitis, on the same principle that appendectomy is performed 
for appendicitis, even though the patient may recover without 
operation. ‘The simple loop ileostomy may easily be closed if the 
colon should return to a normal condition. Long continued medi- 
cal treatment of ulcerative colitis usually results in complete de- 
struction of the colon by the infective process. When persisted 
in, it makes ineffective any subsequent surgical approach to the 
problem. 

A colectomy should be done, preferably in two stages, up to 
the rectosigmoid, following a preliminary ileostomy. ‘The rec- 
tosigmoid need be removed only in cases in which there is fistula 
or abscess formation in the lower segment, or if the patient's con- 
dition is not satisfactory clinically. “The authors do not believe 
that an ileosigmoidostomy or ileotransverse colostomy should be 
done at any time during the course of this disease. Subtotal colec- 
tomy in one stage is contraindicated. Simple loop ileostomy will 
fulfill its purpose as well as the complete or divisional ileostomy 
advocated by other clinics. 

The reported series of 104 cases from the authors’ clinic ex- 
tended over twenty-eight years of work. 5 references. 5 figures. 








QUARTERLY REVIEW OF SURGERY 323 


THE CANTOR SIGMOIDOSCOPE 


ALFRED J. CANTOR 
Flushing, N. Y. 
Am. J. Digest. Dis., 11:76-82, March 1944 


The only important changes in the sigmoidoscope since its in- 
troduction by Howard Kelly in 1895, have been in the system of 
illumination and in the introduction of pneumatic pressure to 
inflate the bowel. In the Tuttle and Low proctoscopes illumina- 
tion is by a distally placed lamp. All the modifications of recent 
years have merely altered the position of the lamp, decreased or 
increased the length or the caliber of the tube, or rounded the cir- 
cumference of the distal end to avoid a sharp edge. Gant’s sigmoido- 
scope (1923) offered the only radical departure in design, employ- 
ing a wide-visioning telescope for bowel insertion, but this instru- 
ment was never developed for practical use. “The Cantor sigmoido- 
scope was first designed in 1940. The author describes in detail 
the original instrument and the one subsequent modification that 
priorities permitted. Sigmoidoscopic technic is described in detail. 
The new sigmoidoscope embodies a telescope-irrigator assembly 
and is so devised as to permit either proximal illumination and 
non-telescopic vision or distal illumination and telescopic vision. 
This instrument may thus be passed with or without fluid obtura- 
tion and permits examination to a higher level than is possible 
with ordinary dry sigmoidoscopy. 

The obturator action of the irrigating fluid facilitates high 
examination, and the irrigating system permits closer mucosal in- 
spection by cleansing the bowel wall. By the introduction of a 
wide-angle telescopic optical system an area larger than the cir- 
cumference of the distal sheath opening may be inspected. 

The under-fluid view of the bowel mucosa is more alive and 
more realistic than the view obtained by dry sigmoidoscopy. The 
fluid further acts to open an area of bowel beyond the tip of the 
instrument after its full introduction, permitting inspection even 
beyond thirteen inches. 

A new test for an ulcerating lesion beyond the range of vision 
of the instrument is described, consisting in testing the outflow 
fluid for occult blood. 8 figures. 1 reference. 
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IMPROVED TECHNIC FOR THE CLOSURE OF A LOOP 
COLOSTOMY 


JoHN WILLIAM Howser 


Cook County Hospital, Chicago, Il. 
Am. J. Surg., 63:187-91, Feb. 1944 


For the closure of a loop colostomy, the author has recently 
used a procedure that utilizes “the paralleling principles” of 
Mikulicz and some of the features of the Devine colostomy 
closure. ‘The colostomy stomas are cleansed, the two limbs of the 
intestinal loop irrigated and the stomas closed with waterproof ad- 
hesive, sealed around the edges with collodion. ‘The incision used 
for opening the abdomen depends upon the site of the previous 
colostomy; the incision should be either lateral or medial, above 


or below the old stomas to avoid opening the limbs of the intes- 
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Fig. 2. Intra-abdominal steps in closure of loop type colostomy. 1. Shows appearance 
upon opening abdomen with visualization of the afferent and efferent limbs. 2. Shows 


the seromuscular, interrupted sutures placed along the tenia of the two limbs paralleling 


the limbs. 
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Fig. 4. Cross section showing enterotome in place. 


tinal loop. When the abdominal cavity is opened, it is packed 
off with hot lap: pads to keep the small intestine out of the opera- 
tive field. ‘The two limbs of the colostomy loop are visualized; 
any adhesions that obscure their visualization are dissected free 
until the serosa of the limbs is exposed; it is noted whether the 
mesentery is lateral or medial (usually the latter). ‘The afferent 
and efferent loops are then paralleled for at least 6 inches and up 
to the point directly under the parietal peritoneum by the use of 
interrupted silk sutures seromuscular in depth, placed along the 
tenia of the two limbs. The abdomen is then closed and the 
stomas opened by removing the collodion seal. After the patient 
has recovered from this stage of the operation, the spur formed by 
paralleling the two limbs is broken down with an enterotome; 
either Devine’s enterotome may be used or the instrument de- 
signed by Ochsner. ‘The author prefers the latter. After the 
crushing of the spur, the patient passes feces through the rectum. 
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The two stomas of the colostomy will “shrink down” and may 
close completely, or may be freed from the skin and subcutaneous 
tissue and closed with catgut or steel. The procedure described 
obviates the danger of peritonitis, and has given excellent results 
in the 2 cases in which it has been employed with “minimal dis- 
comfort” to the patient. 


THE ELIMINATION OF ABDOMINAL COLOSTOMY AND 
OTHER INTESTINAL FISTULAS 


W. Wayne Bascock 


Temple Univ. School of Medicine, Philadelphia, Pa 


South. M. J., 37:66-69, Feb. 1944 


A permanent colostomy is usually established after operations 
for the removal of carcinoma of the pelvic colon or rectosigmoid; 
but the author's experience has convinced him that this is not 
necessary. In ‘‘about’’ 500 operations for “‘eradicable” carcinoma ot 
the small or large intestine, the author has only one patient in 
whom the abdominal opening is not closed or in the process of 
closing. In most cases of carcinoma of the pelvic colon or anus, 
a radical operation has been done in one stage, the sigmoid has 
been liberated (and in some cases the descending colon) and 
brought down through the perineum. In a considerable percentage 
of these persons a functioning anal sphincter has been left. Where, 
however, the sphincter must be removed, the author has observed 
that patients find the perineal opening to be more convenient to 
care for than the abdominal opening. With the perineal opening 
there is less discharge of offensive gas, and “‘a better sense of im- 
pending defecation.” In some cases a performed abdominal colos- 
tomy has been “eliminated” and the terminal end of the abdom1- 
nal colon transferred to the perineum, with satisfactory results. 
Eighteen illustrative cases are reported. 
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most operable cases the one-stage combined abdominoperineal operation 
is considered the method of choice.) 


Dyschezia and Megacolon. Sir Arthur Hurst, London, Eng. Radiology, 


$2:128-135, Feb. 1944. 


Tuberculosis of the Rectum. Report of a Case. J. de]. Pemberton and 
G. V. Brindley, Jr., Rochester, Minn. Proc. Staff Meetings Mayo Clinic, 
19:46-50, Jan. 26, 1944. 

Non-specific Granuloma of the Colon. J. Peyton Barnes, Houston, Texas. 
Texas State J. Med., 39:529-532, Feb. 1944. 

Errors in the Diagnosis of Neoplastic Lesions of the Rectosigmoid and 
Colon. John B. Kirsner and Walter Lincoln Palmer. M. Clin. North 
America, 28:278-85., Jan. 1944. (Reports 7 cases.) 

Rupture of the Rectosigmoid by Compressed Air; Case Report. S. A. 
Swenson, ]r., and Henry N. Harkins. Am. J. Surg., 63:141-43, Jan. 1944. 

Carcinoma of the Large Intestine. Donald S. Daniel, Richmond, Va. 
North Carolina M. J., 5:4-6, Jan. 1944. 

Endometriosis of the Sigmoid Causing Intestinal Obstruction. Report of 
Two Cases. J. B. Lukins and Lanier Lukins, Louisville, Ky. Kentucky 
M. J., 42:4-5, Jan. 1944. 

Succinylsulfathiazole (Sulfasuxidine) and the Elimination of the Mikulicz 


Operation. Moses Behrend, Philadelphia, Pa. Surg. Clin. North Amer- 
ica, 24:238-47, Feb. 1944. 


33. Intestinal Obstruction 


NONMALIGNANT INTESTINAL OBSTRUCTPON 


M. J. Henry 


Louisville, Ky. 


South. M. J., 37:69-71, Feb. 1944 


In 219 cases of intestinal obstruction, there were 67 deaths, a 
mortality of 30.6 per cent; 5 of these patients died soon after ad- 
mission to the hospital; operation was done in 214 cases, with 62 
deaths, an operative mortality of 29 per cent. In acute intestinal 
obstruction, early diagnosis and operation are important. A careful 
examination of the abdomen must be made with special attention 
to the possibility of hernia and operative scars—the latter sugges- 
tive of adhesions as a cause of obstruction. Abdominal distention 








328 QUARTERLY REVIEW OF SURGERY) 


was present in a large percentage of cases in the series reported, 
but it is not a finding of special value in differential diagnosis. 
Visible peristalsis, if present, is of importance in the diagnosis of 
obstruction. ‘he presence of a mass, on palpation, is of value as 
indicating volvulus or intussusception. ‘The x-ray examination, 
without an opaque meal, may be of aid in the diagnosis of in- 
testinal obstruction. With the patient in the erect or semi-reclin- 
ing position, the roentgenogram shows a fluid level “capped” by 
gas in obstruction of the small intestine. With the patient in the 
supine position, the x-ray is of aid in determining the quadrant 
of the abdomen that is the site of obstruction. ‘The two types of 
intestinal obstruction due to benign conditions that are most easily 
recognized and that show a comparatively low operative mortality 
are external hernias and obstruction due to adhesions following 
previous operations. Operation should be done as early as possible 
after admission to the hospital, but the exact time depends upon 
the patient’s condition. Dehydration should be corrected and the 
blood electrolytes restored by infusion of glucose in saline solution 
and blood or plasma transfusion; decompression of the bowel should 
be done with the Levine tube passed through the nose. ‘The 
author does not advocate the use of the Miller-Abbott tube in 
cases in which the patient is admitted to the hospital with an acute 
intestinal obstruction. ‘The greatest value of this tube is for the 
relief of obstruction that occurs after operations for inflammatory 
lesions. In the series reported the mortality was lowest in those 
cases uf which the obstruction was relieved by releasing the intes- 
tine from adhesions (15.5 per cent). If obstruction is due to “‘ex- 
tensive masses” of adhesions, a short circuiting operation gives the 
best results. [he mortality was highest in 35 cases in which in- 
testinal resection was required; there were 20 deaths in this group, 
a mortality of 57 per cent. 


REFERENCES TO CURRENT ARTICLES 
Prolonged Intubation Suction and Deferred or Delayed Surgery in Treat- 
ment of Multiple Adhesive Obstructions of the Small Intestine. K. S. 
Grimson and G. B. Hodge. Surg., Gynec. & Obst., 78:316-26, March 
1944. (Reports 7 cases illustrating various procedures.) 
Intestinal Obstruction. P. P. Salter, Eufaula, Ala. J.M.A. State of Ala- 
bama, 13:227-251, Jan. 1944. 
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34. Anus 


REFERENCES TO CURRENT ARTICLES 


Ano-Rectal Suppurative Disease. Eli Alexander Daniels. Canad. M.A.]., 
50:147-54, Feb. 1944. (Review of approximately 400 cases, acute and 
chronic.) 

Relief of Pain Following Anorectal Surgery. Tom E. Smith, Dallas, 
Texas. J. Med. Cincinnati, 24:529-38, Feb. 1944. 


35. Liver and Biliary Tract 


ACUTE CHOLECYSTITIS 
FE. L. EviAson and L. W. STEVENs 
Univ. of Pennsylvania Hospital, Philadelphia, Pa. 

Surg., Gynec. & Obst., 78:98-103, Jan. 1944 
In the authors’ practice patients admitted to the hospital dur- 
ing the first few hours of an attack of acute cholecystitis are given 
morphine and atropine hypodermically and fluid by venoclysis 
(preferably glucose in 5 per cent saline solution). Operation is 
done as soon as “the medical survey” can be carried out with 
special reference to the possibility of such associated conditions as 
diabetes or cardiac disease. If symptoms have been present for 
twenty-four to thirty-six hours and no adequate treatment 
has been given before admission to the hospital, the same regime 
of morphine and atropine, fluid by vein, and starvation is carried 
out for twelve to eighteen hours; operation is done unless all 
symptoms subside in this period. Patients admitted more than 
twenty-four hours after onset whose symptoms persist in spite of 
proper treatment before admission are operated on promptly. 
Cholecystectomy is undoubtedly the best operation from ‘‘the 
standpoint of ultimate results,” but it is not indicated in all cases 
of acute cholecystitis. In these cases the condition of the local 
tissues, local complications such as jaundice, pancreatitis or cancer, 
or the general condition of the patient may contraindicate cholecys- 
tectomy. In such cases cholecystostomy is indicated. In this 
operation the authors employ a cholecystoscope, designed by the 
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senior author and L. K. Ferguson, which is used for visualizing 
“inaccessible” portions of the gallbladder; it has proved a valuable 
aid in recovering stones not found by other methods of explora- 
tion. For both cholecystostomy and cholecystectomy the authors 
employ the subcostal incision and drainage. 

In 135 cases of acute cholecystitis in which operation was done 
early (as defined above), cholecystostomy was done in 68 per cent, 
and cholecystectomy in 32 per cent. ‘There were 2 deaths in the 
cholecystostomy series in “extremely poor risk patients’; no deaths 
in the cholecystectomy cases; a mortality of 1.5 per cent. A fol- 
low-up study of 90 per cent of this series has been made from 
three months to eight years after operation. In the cases in which 
cholecystostomy had been done, but there were no symptoms, 5 
patients returned for an elective cholecystectomy; 15 patients re- 
turned with symptoms or persistent fistula; cholecystectomy was 
done in 13 of these patients, other operations in 2 cases. ‘There 
were no deaths following these secondary operations. At the last 
follow-up, 84 per cent of the cholecystostomy patients were free 
from symptoms. 


GALLBLADDER DISEASE 


RALPH BoreRNE BettMan and WILLIAM J. TANNENBAUM 


Chicago, Ill 
Surgical Clinics of North America, 24:3-15, Feb. 1944 


The authors present 2 cases of gallbladder disease, | of 
cholelithiasis and | of acute cholecystitis as representing affections 
requiring certain measures for diagnosis, pre- and postoperative 
care. In the diagnosis of cholelithiasis x-ray has proved of im- 
measurable value, and may show an accuracy of as high as 98.5 per 
cent. Either the stones were actually demonstrated by means of 
the Graham-Cole test or the gallbladder showed no dye concen- 
tration whatever in spite of a repeat film, with the dye being given 
at two different times before the x-ray study was begun. A high 
protein, high carbohydrate diet is given before operation and 
spinal anesthesia is used. If the latter is contraindicated or un- 
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desirable for any reason cyclopropane can be used. ‘The line 
of incision is transverse extending from the edge of the costal 
margin just slightly across the midline, a few centimeters above the 
level of the umbilicus. ‘The rectus muscle is cut transversely to 
its fibers. ‘The posterior fascia of the rectus muscle and the peri- 
toneum are opened transversely in the direction of the fibers of the 
posterior sheath of the rectus. A careful intraperitoneal explora- 
tion is carried out. A systematic route is followed in order to 
avoid overlooking some part of the peritoneal space. Aspiration 
of the gallbladder will facilitate inspection. ‘This is done with a 
fairly large needle attached to a 50 or 100 cc. syringe. ‘The cystic 
duct, common duct and usually the cystic artery are exposed by 
dissection of the hepaticoduodenal ligament. 

If the common duct is dilated, it should be opened whether 
or not stones can be palpated, otherwise not. As soon as it is isolated 
the cystic duct is ligated with a single ligature, and cut distal to 
the ligature, and a clamp is placed upon it below the gallbladder. 
Che gallbladder is removed from the bottom upwards without in- 
jury to the liver, if possible, and with no attempt to close the 
gallbladder bed unless it is oozing. “Che abdominal wall is closed 
in layers without drainage. Postoperative treatment is similar to 
that following any laparotomy. ‘The patient should be kept in 
bed for at least a week. ‘Ihe authors have seen only one case of 
disruption following the transverse incision as compared to several 
following the paramedian incision. 

Whereas gallbladder disease in general is more common in 
women than in men the reverse is true of acute cholecystitis. It 
occurs usually in elderly patients. “The treatment of an acute 
gallbladder attack requires great individualization. One _ has 
usually to make a choice between drainage of the gallbladder and 
cholecystectomy. In the last thirty cases of acute cholecystitis seen 
at the hospital with a temperature of 102° F. or over, and in 
which operation was performed during the first twenty-four hours 
after admission, drainage was carried out in 24 and cholecystec- 
tomy in only 6 cases. Drainage of the gallbladder is performed 
either under local anesthesia or short intravenous anesthesia. The 
incision is small over the palpable mass or the site of greatest 
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rigidity and tenderness. As soon as the gallbladder is exposed, 
a very large-bore needle is inserted attached to a siphon. When 
the liquid contents have been removed, the gallbladder is seized 
with an Allis forceps and brought into or even out of the wound. 
A catheter is then placed in the opening made by the twochar and 
immediately attached to a suction apparatus. Sulfanilamide or 
sulfathiazole powder may then be dusted in the wound around 
the gallbladder. ‘The gallbladder is attached to the abdominal 
wound with one or two silk sutures and the operation is com- 
pleted. ‘The operative shock is nil. Convalescence is usually 
rapid and uneventful. ‘The indications for drainage of the gall- 
bladder are rapidly being increased. It should not complicate 
subsequent cholecystectomy. In 20 of 24 cases a secondary opera- 
tion was performed within a week to several months after drain- 
age, and the second operation was not difficult. ‘The 6 patients 
in whom cholecystectomy was performed for acute cholecystitis re- 
covered nicely. It would seem that cholecystectomyshas certain 
advantages over primary cholecystostomy and secondary cholecys- 
tectomy, although the number of cases treated is too small to 
permit conclusions. An acute cholecystitis is not infrequently 
found in patients who are not clinically suffering from a virulent 
acute attack. Inasmuch as other attacks will be imminent such 
patients are advised to have their gallbladder removed. 2 figures. 


[Duodenal drainage in conjunction with x-ray has been found 
useful in many clinics for the diagnosis of gallbladder disease. 
Lack of closure of the gallbladder bed as advised by the article 
tends to favor adhesions. Dr. Bettman represents a minority 
opinion in advising closure of the abdominal wall without drain- 
age after cholecystostomy, but in a previous paper has backed up 
his ideas with a considerable clinical experience. ‘The frequent 
use of cholecystostomy, even in acute cholecystitis, as advised in this 
and in the preceding abstract, is also open to some question. It is 
to be noted that Drs. Bettman and Tannenbaum restrict: their 
cholecystostomies to acute cases with a temperature over 102° F. 
and admit that “cholecystectomy has certain advantages over pri- 
mary cholecystostomy and secondary cholecystectomy.” Attachment 
of the gallbladder to the abdominal wall with sutures when doing a 
cholecystostomy is not agreed to by all writers.—Eb. | 
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THE MANAGEMENT OF INJURIES OF THE COMMON 
BILE DUCT 
HERMAN E. PEARSE 
Univ. of Rochester School of Medicine and Dentistry, Rochester, N. Y. 
New York State J. Med., 44:403-4, Feb. 15, 1944 

Injury to the common bile duct may be caused by stones or 
inflammation, but most frequently occurs during cholecystectomy. 
Various factors are responsible for injury to the common duct at 
operation, one of which is insuflicient exposure. Other conditions 
that may result in injury of the duct are: strong traction on the 
gallbladder so that it looks like a part of the cystic duct; inflam- 
mation that causes shortening of the cystic duct; anatomic ab- 
normalities which “‘confuse”’ the relations; and “blind efforts’ to 
secure hemostasis. Injury to the common duct during cholecystec- 
tomy is best avoided by adequate exposure and careful dissection 
until the relations of the cystic, hepatic and common ducts are 
clearly demonstrated, before any structure is clamped or cut. If 
injury to the common duct does occur and the surgeon discovers 
the injury, immediate end-to-end anastomosis of the duct is indi- 
cated. Ifa T tube is used the vertical limb of this tube should not 
be brought out through the suture line, but above or below it. 
If the common bile duct has been crushed by a clamp, but not 
cut, it should be allowed to heal over a tube. If the duct is badly 
macerated, however, excision of the devitalized portion and end-to- 
end anastomosis may be necessary. If the common duct is injured 
but not repaired at the time of operation, stricture results, with 
increased pressure and resulting liver damage. If the stricture 
can be excised and an end-to-end anastomosis done without causing 
tension on the suture line, this is the best method of repair. If 
there is too extensive a loss of duct or stricture, the author has 
employed a vitallium tube, permanently implanted, to hold open 
the strictured area or take the place of the duct. While this 
operation has been employed too recently to judge its permanent 
effect in a large series of cases, the author considers this method 
preferable to anastomosis of the duct with the gastrointestinal 
tract, as the use of the tube preserves the function of the sphincter 
of Oddi and tends to prevent the cholangitis that may follow the 
anastomosing operations. 
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A NEW TECHNIQUE FOR USING THE LEVINE TUBE 
IN BILIARY INTESTINAL ANASTOMOSIS 


N. FRepeRICK Hicken and J. H. CarLgQuis1 


Univ. of Utah School of Medicine, Salt Lake City, Utah 


Surg., Gynec. & Obst., 78:58-65, Jan. 1944 


In operations to relieve obstruction of the bile ducts the type 
of biliary intestinal anastomosis to be done depends upon the site 
of the obstruction and the patency of the ducts. The artificial 
stoma must be large enough to permit free drainage of bile, but 
not so large as “to invite” regurgitation of the intestinal juices into 
biliary tracts. Special care must be taken to make the anastomosis 
“watertight,”’ and if possible, some omental tissue is used to cover 
the suture line. The authors have recently employed a new 
technique for biliary intestinal anastomosis, using the Levine 
tube. ‘This method has been used for cholecystoenterostomies, 
choledochoenterostomies and hepaticoenterostomies. Previous 
to operation repeated gastric lavage is done. Just before opera- 
tion a Levine tube is passed into the stomach. When the new 
stoma has been formed the Levine tube is drawn through it so that 
the tip lies “well within” the lumen of obstructed segment of the 
biliary tract. The tube is then “anchored” to the gastric mucosa 
and muscularis by fine chromic catgut (No. 00000). ‘The anasto- 
mosis is then made around the indwelling tube. As soon as this 
is completed, before closing the abdomen, a cholangiogram is made 
by introducing 50 cc. of sterile diodrast into the external orifice 
of the Levine tube. ‘This shows whether the bile ducts are patent, 
or where any obstruction is located; in the latter case the obstruc- 
tion can be promptly relieved. It also shows any leakage at the 
anastomosis; if present such leakage is corrected before closing 
the peritoneum. Continuous suction to the external end of the 
Levine tube, supplemented by aspirating lavages if necessary, keeps 
the bile ducts “completely decompressed.”’ Cholangiograms are 
made on the seventh to tenth day after operation; if they indicate 
that the bile ducts have “‘regained their normal size and tone,” and 
if the bile appears normal, the Levine tube can be removed. In 
the 10 cases in which this operation has been done, there were 2 
deaths, both in patients with cancer of the pancreas. In the other 
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cases postoperative recovery was rapid and uncomplicated, and 
patients in whom the obstruction was not due to cancer of pancreas 
have been well since operations (from sixteen to thirty-eight 
months). In cases in which cancer of the pancreas caused the ob- 
struction, the authors have found choledochoenterostomy more 
effective in relieving the stasis than cholecystoenterostomy. 


| This article wisely describes both anastomosis to the stomach 
and to the intestine. ‘The modern trend is somewhat towards use 
of the jejunum (single tube with peristalsis away from the anas- 
tomosis) or the duodenum.—Ep. | 


REFERENCES TO CURRENT ARTICLES 
A Case of Hepatoptosis Simulating Intra-Abdominal Tumor. Fountain C. 


Beattie (Lieutenant (j.g.), M.C., U.S.N.). U.S. Nav. M. Bull., 42:178-80, 
Jan. 1944. 


Carcinoma of the Gallbladder; a Clinical and Pathologic Study. James L. 
Vadheim, Howard K. Gray and Malcolm B. Dockerty. Am. J. Surg., 
63:173-80, Feb. 1944. (Review of 77 cases.) 


Polyposis of the Gallbladder; Report of a Case Diagnosed Preoperatively 
by Roentgenological Examination. J. Gregory Grego and Henry N. 
Harkins. Am. J. Surg., 63:398-401, March 1944. 


Management of External Biliary Fistula. R. Russell Best. Am. J. Surg., 
63:181-86. - (Advocates the use of the “biliary flush” in addition to 
operative procedures.) 

Pyogenic Liver Abscess in the Aged. Robert S. Smith (Captain, M.C., 
A.U.S.). Am. J. Surg., 63:206-13. (Reports 2 cases in patients 73 and 
75 years of age.) 

The Frequency and Future of Gallstones Believed to be Quiescent or Symp- 
tomless. Edward D. Truesdell, New York, N. Y. Ann. Surg., 119:232- 
245, Feb. 1944. 


A New Aid in Control of Hemorrhage in Severe Damage to the Liver. 
Iransfusions of Blood Fortified by Administration of Vitamin K_ to 
Donors. Roy E. Kinsey (Maj., M.C., U.S.A.). Arch. Int. Med., 73:131- 
137, Feb. 1944. 


Cholecystitis, Its Diagnosis and Treatment. Elihu Katz, New York, N. Y. 
Rev. Gastroenterology, 11:44-47, Jan.-Feb. 1944. 


Valvular Cholecystogastrostomy. Experimental Observations. J. M. Mc- 
Caughan and H. K. Purcell, St. Louis, Mo. J. Missouri State M.A., 
11:3-6, Jan. 1944. 
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Hepatoma in Infancy and Childhood. Discussion and Report of Patient 
Treated by Operation. George B. Packard, Denver, Col., and A. W. 
Stevenson, Bowling Green, Ohio. Surgery, 15:292-306, Feb. 1944. 


36. Pancreas 


SURGERY OF THE PANCREAS 
WaRREN H. COLE 


Surg. Clin. North America, 16-28, Feb. 1944 


The author discusses the various diseases involving the pancreas 
requiring surgical treatment, with brief reference to clinical mani- 
festations and treatment in each type. Hypoglycemia may be due 
to tumors of the islets. “he treatment for adenoma of the pancreas 
is surgical excision of the tumor which almost uniformly results 
in complete cure of the condition, except that part of the mental 
deterioration resulting from prolonged hypoglycemia may be per- 
manent. If the attacks are not relieved by excision of the tumor, 
it is usually safe to assume that a second tumor exists which must 
also be removed. Occasionally the surgeon will decide upon sub- 
total pancreatectomy, assuming that a tumor exists but is not 
palpable. Such a procedure is justifiable since most of the 
tumors will be found in the tail and body of the pancreas and sub- 
total pancreatectomy has a low mortality rate. If dissection 1s 
extensive there may be drainage of pancreatic fluid for several 
weeks after operation. For this reason, a drain must always be 
left in place when the pancreas is excised. No significant skin 
irritation results since the trypsinogen is not yet activated. 

Hypoglycemia not due to tumors of the islets is a more common 
condition, and here treatment is chiefly medical, although sub- 
total pancreatectomy has been performed on numerous occasions. 
This operation will relieve only half of the cases. Frequent feed- 
ings and small quantities of insulin with a diet high in protein 
are beneficial. 

In acute hemorrhagic pancreatitis treatment may be difficult 
to decide upon, since there will be difhiculty in eliminating perfo- 
ration of a peptic ulcer or some allied condition demanding opera- 
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tion. If perforated ulcer cannot be eliminated, laparotomy will be 
necessary. In the presence of acute hemorrhagic pancreatitis the 
pancreas will be found enlarged, edematous and of a hemorrhagic 
color. A drain is placed down to the necrotic pancreas, but the 
pancreas itself cannot be drained. Cholecystostomy with removal 
of stones may be indicated. In other words, decompression of the 
biliary tract and drainage of the pancreas are indicated if operation 
is performed. If the diagnosis can be made with certainty opera- 
tion is not indicated, although opinions on this point differ. Sup- 
portive treatment with transfusions and intravenous glucose is 
important, with morphine for pain and absolute rest. The patient 
must be watched carefully after operation as there is a tendency 
for abscess to form. ‘The drain should be left in for several days. 

In acute interstitial pancreatitis (edematous) cholecystograms 
should be obtained after the acute symptoms have subsided. If 
these reveal a pathologic gallbladder, this should be removed. As 
there is a great tendency for acute edematous pancreatitis to recur, 
the biliary tract disease should be treated as soon as the edematous 
pancreatitis has subsided, because a delay allowing numerous at- 
tacks might result in serious damage to the pancreas. 

In carcinoma of the pancreas total excision of the tumor is 
rarely possible and the condition is very often inoperable when the 
patient is seen. If the tumor is early, in the head, and there are 
no metastases, resection of the head of the pancreas is indicated. 
A cholecysto-enterostomy is done at the first stage, and at the second 
stage removal of the head of the pancreas and duodenum, re-es- 
tablishing intestinal continuity by a gastro-enterostomy. One stage 
operations may be preferable in good risk patients. If the tumor 
is inoperable, anastomosis between the gallbladder and duodenum 
or stomach will be advisable. Ascending cholangitis results, but 
by this time the patient is usually near death from metastases. Ex- 
pert preoperative and postoperative care is required. If resec- 
tion is contemplated, several donors must be available. 

Operation is almost always indicated in cysts of the pancreas, 
either with incision and drainage of the cyst with marsupialization 
or excision of the cyst. Excision is usually most difficult. Mar- 
suplalization is effective in obliterating the cyst if it is a true pseu- 
docyst. If the lesion is a cystadenoma, marsupialization will result 











338 QUARTERLY REVIEW OF SURGERY 





in a persistent sinus. If the latter develops after operation and re- 
section is impractical, transplantation of the fistulous tract into 
the intestine usually results in cure of the fistula. 

No certain remedy for the new disease known as the pan- 
creaticohepatic syndrome has been suggested. Lipocaic should be 
given if available. Also a high vitamin therapy is indicated and 
most important the administration of choline and liver extract. 
The caloric intake should be high and with abundant protein and 
carbohydrate. Various symptomatic treatments may be instituted 
as indicated. 10 references. 5 figures. 


TOTAL PANCREATECTOMY FOR HYPERINSULINISM 
DUE TO AN ISLET-CELL ADENOMA. SURVIVAL AND 
CURE AT SIXTEEN MONTHS AFTER OPERATION. 
PRESENTATION OF METABOLIC STUDIES 
James T. PriestLey (Lieut. Col., A.U.S.), MANpRED W. Comrorr and 
JAMES RADCLIFFE, JR. 


Rochester, Minn. 
Ann. Surg., 119:211-221, Feb. 1944 


‘The authors describe a case in which complete pancreatectomy 
was done for hyperinsulinism due to a small islet-cell adenoma lo- 
cated in the head of the pancreas near the duodenum. ‘The case 
is probably the second or third total pancreatectomy, and the first 
reported case known to the authors of complete pancreatectomy 
with survival following operation for more than a few weeks. It 
is the first total pancreatectomy for a benign lesion of the pancreas. 
The adenoma discovered in the removed pancreas was one of the 
smallest functioning islet-cell tumors reported, if not the smallest. 
The patient is living and well 16 months after operation. Obser- 
vations on the resulting diabetes and digestive disturbances are re- 
corded. ‘There was a mild degree of diabetes. No disturbance 
of carbohydrate digestion was detected by the method used, while 
digestion of protein and fat was definitely diminished. About 35 
to 70 per cent of ingested fat and 25 to 55 per cent of ingested ni- 














QUARTERLY REVIEW OF SURGERY 339 





trogen could be accounted for in the feces. A positive nitrogen 
balance occurred in spite of the large loss of nitrogen in the feces. 
Foodstuffs in the urine and feces accounted for 21 to 34 per cent of 
the calories ingested. The percentage of total fat in the stools as 
neutral fat varied from 54 to 69 per cent. The dried weight of the 
stools was greater than values obtained for healthy persons. ‘The 
patient, a Jewish woman of 49 years of age, has remained in excel- 
lent health after the operation. ‘There was no evidence of lipocaic 
deficiency. 10 references. 1 table. 1 chart. 


REFERENCES TO CURRENT ARTICLES 


Acute Hemorrhagic Pancreatitis; a New Etiological Concept and Case 
Report. Nathan N. Brodie and Bernard J. Ficarra. Am. J. Surg., 
63:394-97, March 1944. (Suggest anaphylaxis as a possible etiological 
factor.) 


Pancreatic Calculi; Report of Seven Cases in Two of Which Cure Was 
Effected by Pancreaticolithotomy. Joseph Lionello, Bernard J. Ficarra 
and Nicholas H. Ryan. Arch. Surg., 48:137-43, Feb. 1944. 


Subtotal Pancreatectomy for Hypoglycemia. A. L. Umansky, New York, 
N.Y. J. Mount Sinai Hosp., N. Y., 10:698-703, Jan.-Feb. 1944. 


37. Spleen 


REFERENCES TO CURRENT ARTICLES 


fumors of the Spleen. S. F. Herrmann, ‘Tacoma, Wash. Northwest Med., 
$3:14-17, Jan. 1944. 


Abscess of the Spleen. Irving Norman Wolfson. New England J. Med., 
230:135-37, Feb. 3, 1944. (Report of a case.) 
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38. Genitourinary Surgery 


MEDICAL AND SURGICAL CARE OF HYPERTROPHY 
AND CANCER OF THE PROSTATE 
HucGuH H. YounG 


Baltimore, Md. 
Texas State J. Med., 39:521-526, Feb. 1944 


During the early stages of benign hypertrophy of the prostate, 
when there is very little residual urine with slight back pressure 
effects and no reduction in renal function, gentle massage of the 
prostate, perhaps supplemented by diathermy or sitz baths, may 
prove effective therapy. If the urine has not become infected as 
the disturbances in micturition increase, it is important to consider 
well the next steps and to avoid, if possible, any contamination of 
the urinary tract with bacteria. ‘here may be difficulty in intro- 
ducing an ordinary rubber catheter. ‘Uhe obstruction of the mid- 
dle lobe may often be surmounted by the use of a rubber catheter 
which has a coudé curve. ‘The sulfonic drugs should be started 
at once to combat infection with moderate dosage and strict super- 
vision. Strict asepsis is required and the bladder should be washed 
out with a boric acid solution. If considerable urine is retained 
with distention of the bladder, it is best not to completely empty 
the bladder with the catheter. By gradual emptying of the blad- 
der, over the course of a day or two, so-called vesical decompensa- 
tion, the complications of hemorrhage and anuria may be com- 
pletely avoided. In such cases an inlying catheter is usually em- 
ployed instead of interval catheterization. With the presence of 
considerable residual urine, the choice of operation requires care- 
ful collaboration between the internist and the urologist. Exact 
diagnosis of the local condition is important. 

Attention is drawn to the amazing frequency of carcinoma of 
prostate. Tiny indurated areas, smaller than a pea, palpable just 
beneath the prostatic capsule in the posterior lobe may be carci- 
noma. The great importance of routine rectal examinations in 
men past 45 years of age is emphasized. Once such an area is recog- 
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nized, early perineal operation is indicated for exploration and 
biopsy and excision of the suspected lesion if necessary. If the 
condition is found to be due to tuberculosis or stones, conservative 
treatment can be tried. If, instead of cancer, the condition is found 
io be hypertrophied lobes, bars or contractures at the vesicle neck, 
enucleation or excision of the obstructive portions may be carried 
out by enlarging the capsular incisions. ‘The entire defect can be 
closed in by drawing down the vesical neck and suturing it to the 
remaining lateral capsular portions of the prostate. 

It is possible to cure at least 50 per cent of cases of carcinoma 
of the prostate found appropriate for radical operation. ‘The au- 
thor proceeds to describe briefly his procedures for benign hyper- 
trophy, the value of continued catheter drainage and forced fluids 
to combat uremia, etc. The history of prostatectomy through the 
perineum is sketched with reference to the author’s analysis of 200 
cases in which transurethral resection had been done elsewhere 
with persistence of symptoms. In the 26 cases of cancer trans- 
urethral operation had been performed with poor end results. 
Four cases with early cancer were apparently cured by the author's 
radical operation. In most cases complete enucleation of the hy- 
pertrophied lobes through the perineum and closure of the defect 
by sutures gives far more satisfactory results than transurethral 
resection. Most careful selection of operative procedure to suit 
the individual case is imperative. ‘The exclusive use of trans- 
urethral resection for all types of prostatic obstruction, even the 
very large and the malignant, is indefensible. 2 figures. 


REFERENCES TO CURRENT ARTICLES 

Surgery of the Congenital Anomalous Kidney. R. S. Abeshouse. Surg., 
Gynec. & Obst., 78:288-303, March 1944. (Discusses various anomalies, 
especially supernumerary kidney, horseshoe kidney, sigmoid kidney and 
renal ectopia.) 

Bilateral Renal Lithiasis; Case Report. Elmer Hess. Am. J. Surg., 63:388- 
93, March 1944. 

Repair of Urinary Bladder Herniation. Alfred H. Iason. Am. J. Surg., 
63:69-77, Jan. 1944. 

The Course of the Prostatic Ducts and the Anatomy, Chemical and X-ray 
Diffraction Analysis of Prostatic Calculi. Charles Huggins and Richard 
S. Bear. J. Urol, 50:32-58, Jan. 1944. 
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A Technique of Prostatic Biopsy. Arthur A. Roth and Henry Turkel. 
J. Urol., 51:66-68, Jan. 1944. (Uses a punch that is a modification of 
the Turkel needle.) 


Peyronie’s Disease or Plastic Induration of the Penis. Albert Soiland 
(Capt., M.C., U.S.N.R., Ret. Act.). Los Angeles, Calif., Radiology, 
$2:183-185, Feb. 1944. 


Ureterocervical Fistula. Report of Two Cases. Jarratt P. Robertson, 
Birmingham, Ala. J.M.A. State of Alabama, 13:232-253, Jan. 1944. 


Pitressin as a Hemostatic Agent in Transurethral Resection. J. L. Emmett 
and Raul Lopez-Engelking. Proc. Staff Meetings Mayo Clinic, 18:525- 
528, Dec. 29, 1943. 


Teratoma of the Testicle. Metastasis to the Epigastrium Treated by 
Bilateral Orchidectomy. Recovery. Eli R. Saleeby, Philadelphia, Pa. 
Ann. Surg., 119:262-265, Feb. 1944. 


Cystomyoma of the Seminal Vesicle. Alfred Plaut and Samuel Standard, 
New York, N. Y. Ann. Surg., 119:253-261, Feb. 1944. 


Ureterocele with Prolapse Through Urethra. J]. L. Emmett and G. B. 
Logan. Rochester, Minn. Proc. Staff Meetings Mayo Clinic, 19:23-24, 
Jan. 12, 1944. 


Development of Carcinoma of the Prostate Following Prostatectomy. 
L. F. Greene and G. J. Thompson, Rochester, Minn. Proc. Staff Meet- 
ings Mayo Clinic, 19:76-80, Feb. 9, 1944. 

Diversion of the Urinary Stream by Cutaneous Ureterostomy. Lloyd B. 
Greene. Philadelphia, Pa. Pennsylvania M.]., 47:356-362, Jan. 1944. 

The Management of Bilateral Ureteral Obstruction. Theodore R. Fetter, 
Philadelphia, Pa. Pennsylvania M.]., 47:345-355, Jan. 1944. 

Conservative Plastic Operations on the Kidney. Lorenzo F. Milliken, 
Philadelphia, Pa. Pennsylvania M.J., 47:341-344, Jan. 1944. 


Effects of Unilateral Nephrectomy in Treatment of Hypertension. An 
Evaluation. Willis Sensenbach, Winston-Salem, N.C. Arch. Int. Med., 
73:123-130, Feb. 1944. 

Roentgen Therapy of Wilms Tumor. Edward W. Rowe and Maurice D. 
Frazer, Lincoln, Neb. Radiology, 42:107-116, Feb. 1944. 

Urinary Tract Changes with Benign Pelvic Tumors. George W. Cham- 
berlin and Franklin L. Payie, Philadelphia, Pa. Radiology, 42:117-121, 
Feb. 1944. 
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39. Gynecologic Surgery 


CARCINOMA OF THE CERVIX—THE WERTHEIM 
OPERATION 


Joe VINCENT MEIGs 


Vincent Memorial Hospital, Boston, Mass. 


Surg., Gynec. & Obst., 78:195-99, Feb. 1944 


The Wertheim operation combined with the Taussig method 
of dissecting the pelvic lymph nodes has been done in 53 cases of 
carcinoma of the cervix; in 47 the operation was “‘elective,”’ and in 
6 it was done after radiation had failed. ‘The elective operation 
must be limited to certain cases; the patients must be relatively 
young, in good general health, not obese, and with the cancer in 
an early stage. In such cases the author prefers operation to radia- 
tion therapy, because, if the cervix is removed, there is no chance of 
local recurrence; because some cancers of the cervix are radioresist- 
ant; and because even in some early cases there are lymph node meta- 
stases which are not reached by radiation therapy; also injury to 
the bowel is less than with radiation. ‘The patient is admitted to 
the hospital four or five days before operation for preoperative 
treatment. ‘This includes bringing the blood chemistry to normal, 
blood transfusions in many cases, administration of vitamins in 
large quantities and sulfonamide therapy. Sulfadiazine is given 
for two days before operation in doses of 1 gm. every four hours; 
this brings the blood concentration to 6 to 8 mg. per cent; at oper- 
ation 4 gm. of sulfanilamide are placed in the “‘large pelvic defect” 
resulting from the operation; and sulfadiazine is given by mouth 
“as soon as the patient can take it’’ and continued for several days 
after operation. 

In the 47 cases in which the operation was elective, there were 
no postoperative deaths; in 8 cases or 17 per cent metastases were 
found in the iliac, ureteral or obturator lymph nodes, although the 
primary tumor was in a “‘very early stage.” “he most serious com- 
plications of this operation involve the urinary tract. Cystitis, di- 
lated ureters and hydronephrosis are the rule, not the exception, 
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after operation. In most cases, these conditions subside, but in 5 
of the 47 patients in the “elective” group, ureteral fistulas devel- 
oped; 3 of these patients had had previous x-ray treatment and one 
had had a low transverse cesarean section four months previously. 
In the 6 patients with recurrent disease (non-elective operations), 
one died postoperatively; this was the only patient who was not 
given a sulfonamide preoperatively. “These operations have been 
done too recently to determine five-year results, but of the elective 
cases 5 are alive more than three years, 4 more than two years and 
13 over one year; 3 have died of cancer, one of whom showed 
lymph node metastases at operation. Of the nonelective cases, 
3 have died of metastases. ‘The author is of the opinion that the 
Wertheim operation with ‘Taussig lymph node dissection will have 
a low mortality with the advantage of “all the precautions of 
modern surgery” and that it will give better end results than radia- 
tion, especially in cases of early carcinoma with lymph node 
metastases. 


REFERENCES TO CURRENT ARTICLES 
Conservative Surgical Treatment of Chronic Inversion of the Uterus. W. 
Pelton Tew. Canad. M.A.]., 50:216-18, March 1944. (Reports 2 cases 
operated by the Spinelli method.) 


Roentgen Therapy of Pelvic Tuberculosis in the Female. Harriet Mc- 
Intosh, New York, N. Y. Radiology, 42:48-55, Jan. 1944. 


40. Vascular Surgery 
Cc / 


41. Arteries 


TREATMENT OF ARTERIAL EMBOLISM OF THE EX- 
TREMITIES—A THREE-PHASE DIVISION 
FREDERICK S. WETHERELL 
Syracuse Univ. College of Medicine, Syracuse, N. Y. 

New York State J. Med., 44:35-42, Jan. 1, 1944 

Arterial embolism causes a sudden onset of the symptoms of 
pain in the extremity, with pallor and paralysis; the skin of the 
extremity is cold, of “marble-like’’ whiteness with light purplish- 
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blue mottling. ‘There is absence of pulsation in the artery supply- 
ing the affected part. The first phase of treatment consists in the 
administration of papaverine 14 to 2 grains (0.30 to 0.120 gm.) 
intramuscularly to be repeated in two or three hours; one dose is 
used if given intravenously. The patient should be sent immedi- 
ately to the hospital. If there are definite signs of improvement in 
the circulation, “watchful waiting” may be justified. But as a rule 
further treatment is required promptly. ‘The second phase of the 
treatment consists in procaine block of either the stellate ganglion 
or the lumbar paravertebral sympathetic ganglia. “The administra- 
tion of heparin and dicoumarin should be begun as soon as pos- 
sible. In some cases this procedure may result in complete return 
of the circulation, but the evidence of improvement must be very 
carefully interpreted. If improvement is not definite and demon- 
strated objectively, embolectomy is indicated. ‘The preliminary 
phases of the treatment should not require more than a few hours; 
embolectomy should be done within eight hours (‘better less’) 
from the time of onset of symptoms. Within this time the location 
of the embolus should have been established. For embolectomy, 
local anesthesia is used. ‘The author considers epinephrine to 
be definitely contraindicated. ‘The author employs interrupted 
sutures of especially prepared arterial silk after removal of the 
thrombus. ‘The clamps used are “‘soft-bladed”’ and rubber-covered, 
with which the pressure employed can be carefully “graded.” ‘The 
lightest pressure ‘““commensurate with adequate hemostasis” is em- 
ployed. Clamps of this type are placed above and below the em- 
bolus before the artery is incised and the embolus removed. Su- 
tures are placed about 2 mm. apart, and the proximal clamp re- 
moved; if there are any bleeding points in the suture line, these 
are noted, and the lower clamp is removed. Both clamps are then 
reapplied and supplementary sutures, ‘fairly superficial,’’ are placed 
“at the points of spurting,” as previously noted. Heparinization, 
as noted above, is started before embolectomy is done; this aids in 
the prevention of thrombus formation during suturing of the 
artery. If heparinization increases the bleeding, hemostasis is as- 
sured before the wound is closed, and there is no postoperative 
oozing with possible hematoma formation. If heparin is not given 
until after operation, such oozing may occur after the wound is 
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closed. If procaine is injected under the external coat of the 
artery, above and below the incision, it prevents vasospasm and 
aids in prompt reestablishment of the circulation. “A few drops” 
of | per cent solution of procaine are injected with a small hypo- 
dermic needle. ‘The author advises that “at least one surgeon” in 
every community should perfect himself in the technique of 
embolectomy. 


REFERENCES TO CURRENT ARTICLES 
Traumatic Aneurysm of the Ulnar Artery; Report of a Case. (Charles 
W. McLaughlin, Jr. (Lieut. Commander, M.C., U.S.N.). U. S. Nav. 
M. Bull., 42:428-30, Feb. 1944. 
Further Observations on Surgery of the Large Arteries. Emile Holman 
(Commander, M.C., U.S.N.R.). Surg., Gynec. & Obst., 78:275-87, March 
1944. 


42. Veins 


SURGICAL TREATMENT OF VARICOSE VEINS 
Russet, W. LAMB 


Indianapolis, Ind. 


J. Indiana State Med. Assoc., 37:13-17, Jan. 1944 


In cases of varicose veins in which the Trendelenburg test is 
positive, the method of choice for treating varicosities of the lower 
extremities is high ligation and injection. ‘To be done properly 
a high ligation should interrupt the saphenous trunk at the level 
of the fossa ovalis and above all tributaries. Preanesthetic mor- 
phine is administered and the groin shaved and the skin areas ster- 
ilized. A 2 per cent novocain anesthetic is used and is injected to 
permit a 3-inch incision parallel to Poupart’s ligament with its 
center over the fossa ovalis. ‘The incision is then carried down 
through the superficial fascia exposed by spreading the fatty tissue 
beneath the vein. Black silk is used throughout. The small 
branches are tied with “C” or No. 1 Deknatel silk and sectioned. 
When the saphenous trunk has been identified, two heavy Kocher 
clamps are placed about | 14 inches below the fossa ovalis and the 
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vein is divided. Mobilizing the upper end of the vein facilitates 
its dissection free from fatty tissue down to the opening of the fossa 
ovalis. A No. 2 black silk ligature is placed above all entering 
tributaries, tied securely and then anchored through the vein wall. 
A second ligature is placed in a similar manner. Firm ligation 
should be stressed more than any other part of the procedure. 
5 cc. of 5 per cent sodium morrhuate is then injected through a 
needle or cannula introduced into the open end of the vein. A 
section of the trunk should be removed and the distal end ligated 
above the level of the entrance to the accessory saphenous. It, 
too, is doubly ligated. 

_If the Trendelenburg test has shown faulty communicating 
branches or an incompetent short saphenous vein, the latter or 
its branches may be picked up very easily at the inner side of the 
knee and sectioned. ‘The skin is closed in the usual manner, using 
silk throughout. It is important that the patient be kept ambu- 
latory. 5 references. 3 figures. 


VARICOSE VEINS IN SOLDIERS 


C. W. Ciark (Major, R.C.A.M.C.) 


Canad. M.A.J., 50:247-50, March 1944 


A careful examination of every patient with varicose veins is 
necessary to determine the method of treatment. In small localized 
varicosities all constriction tests are negative. Such varicosities 
can be successfully treated by injection of a sclerosing solution; the 
author employs sodium morrhuate, 5 per cent. In all other types 
of varicosities, operation is indicated. ‘The type of varicosity and 
the operation to be done is indicated by the results of constriction 
tests—the Trendelenburg constriction test and the three tourni- 
quet test of Ochsner and Mahorner. A positive Trendelenburg 
test indicates valvular incompetence at the saphenofemoral junc- 
tion. In such cases, high ligation, division and retrograde injection 
are indicated. In the three tourniquet test rapid filling of the vari- 
cosities on removal of the lower tourniquet indicates a small sa- 
phenous incompetence. : In such cases, ligation, division and retro- 
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grade injection of the small saphenous are indicated. Rapid filling 
of the veins only after removal of the second tourniquet indicates 
an incompetent communicating vein in the thigh. In this type, 
which the author has found to be rare, ligation, division and retro- 
grade division of the great saphenous well above the medial con- 
dyle are indicated; the author considers that extensive operations 
to dissect out the communicating veins are unnecessary. In vari- 
cose veins with ulcer and a positive Trendelenburg test, high liga- 
tion, division and retrograde injection of the great saphenous, 
combined with an elastoplast bandage and ambulant treatment, 
give good results if the varicose ulcer is relatively “clean” and 
shows “no great activity” of infection. 

In a series of 375 ligations and retrograde injections on 24] 
patients, there were 300 high-groin ligations for great saphenous 
incompetence; 4] small-saphenous ligations, in 20 of which there 
was an associated great-saphenous incompetence; 31 condylar or 
low-thigh ligations. In the latter group there were 4 operations for 
incompetent communicating veins at the thigh, in 4 others for re- 
currences following groin ligations done elsewhere. ‘There have 
been only 3 recurrences of small localized varicosities in this series; 
these were cleared up by local injections. In 75 cases examination 
six to eighteen months after operation showed no recurrence. 

Soldier patients are kept in bed twenty-four hours after opera- 
tion, but instructed to move the leg frequently. In civilian life 
the patient may be given a crepe bandage and sent home within 
two hours after operation. All patients should be walking after 
twenty-four hours. Sutures are removed on the seventh day and 
soldiers returned to “light duty’ for a week on the eighth to 
tenth day. 

In the series of cases reported, one patient developed a minor 
pulmonary embolism from which he recovered; this patient was a 
man 49 years of age of poor general physique who remained in bed 
after operation, refusing to move around. An anaphylactic re- 
action occurred in one case with severe edema of the leg, urticaria, 
asthma and fever. Transient superficial phlebitis occurred in 2 
cases three months after treatment. Edema of the leg persisted to 
some extent in one patient who had had chronic ulcers and edema 
for years prior to operation. 
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Perthe’s test, as usually carried out, the author has found, does 
not necessarily indicate deep venous obstruction, and if it is inter- 
preted as such, treatment may be refused to patients with small- 
saphenous or communicating-venous obstruction who would be 
benefited by operation. 


THE MANAGEMENT OF VARICOSE VEINS IN 
ARMY PERSONNEL 
A. S. Wuite (Major, M.C., A.U.S.), J. J. HABeReR (Captain, M.C., A.U.S.) 
and SAM GENpEL (Major, M.C., A.U.S.) 
Station Hospital, Fort Ord, Calif. 
Am. J. Surg., 63:28-33, Jan. 1944 


Diagnosis of varicose veins is made by inspection, palpation and 
manipulation; the location of the “‘nest” of varicosities may indi- 
cate involvement of a particular branch of the great saphenous; a 
bulge at the upper limit of the nest of varicosities often indicates 
the site of an incompetent perforator. ‘The adequacy of the ar- 
terial supply is determined by palpation of the peripheral pulses, 
dorsalis pedis, posterior tibial and popliteal. If the arterial supply 
is found to be deficient, operation for varicose veins is not indi- 
cated. ‘To determine the condition of the deep venous circulation 
the limb is wrapped from the toes to the groin in a stockinette 
bandage cut on the bias or an Ace bandage, and the patient is 
directed to walk. If this causes no pain or discomfort, the deep 
venous circulation is adequate; if this is not the case, operation is 
not indicated. A single tourniquet test with the tourniquet ap- 
plied just below the fossa ovalis is used to determine if the saphe- 
nousfemoral junction or valve is competent. ‘T'wo tourniquets are 
used to determine the presence and location of incompetent per- 
forators; the levels of the two tourniquets are shifted until the veins 
fill between them, indicating that the perforator has been passed. 
Depending upon the findings in such examinations, a high liga- 
tion of the great saphenous, ligation of the short saphenous, ligation 
of an incompetent perforator, or a combined procedure is carried 
out. The great saphenous and all its branches are isolated and 
dissected free before any ligation is done, thus avoiding injury to 
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the femoral artery or vein. Injection of sclerosing solution is not 
done at the time of operation, although this is the practice in many 
clinics. ‘he wound is covered with a dry dressing and a stocking- 
ette bandage applied from the toes to the groin. Walking is obli- 
gatory from the day of the operation and the patient is discharged 
to duty in about ten days. ‘The week after discharge, he returns to 
the out-patient department where a test for sensitivity to sodium 
morrhuate is made by injection of 4 cc. If there is no reaction, a 
course of four to eight injections is given at weekly intervals, em- 
ploying 2 to 4 cc. of sodium morrhuate at each injection. 

In 1,131 cases of varicose veins seen in the out-patient depart- 
ment, only 340 were admitted to the hospital for further study. 
Operation was done in 214 of these patients; high saphenous liga- 
tion was done in 206, bilaterally in 113; 106 had incompetent per- 
forating veins, an incidence higher than is usually reported. Com- 
plications were relatively few; minor pulmonary infarctions de- 
veloped in 2 cases, following postoperative thrombophlebitis in the 
leg operated on. ‘There were seven minor wound infections in a 
total of 456 incisions and these all occurred during a period when 
chromic catgut No. 2 was the only suture material available. ‘There 
were no deaths. In an Army Station Hospital a prolonged follow- 
up in any series of cases is impossible, but the results indicate that 
the treatment employed is “adequate, effective and safe’ in cases 
of varicose veins. 

REFERENCES TO CURRENT ARTICLES 
Venography as an Essential Aid in the Treatment of Varicose Veins. 
Samuel H. Sedwitz and Edgar C. Baker. Am. J. Surg., 63:105-6, Jan. 
1944. 


43. Orthopedic Surgery 


REFERENCES TO CURRENT ARTICLES 
Subscapular Ossified Hematoma; Case Report. J. William White (Major, 
M.C., A.U.S.) and Sydney Hutner (Major, M.C., A.U.S.). Am. J. Surg., 
63:124-30, Jan. 1944. 
Pain in the Shoulder and Upper Extremity due to Scalenus Anticus Syn- 


drome. Bernard Judovich, William Bates and William Drayton, Jr. 
Am. J. Surg., 63:377-81, March 1944. 
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Refrigeration in Surgery of the Extremities. Paul R. Hinchey. New Eng- 
land J. Med., 230:63-69, Jan. 20, 1944. (Report of 3 cases and review 
of literature.) 

Brachialgia. A Manifestation of Various Lesions. I. William Nachlas, 
Baltimore, Md. J. Bone & Joint Surg., 26:177-84, Jan. 1944. 


44. Fractures 


THE TREATMENT OF WAR FRACTURES 
OF THE FEMUR 
SERGE S. YupIn (Colonel, M.C., U.S.S.R. Army) 


Surg., Gynec. & Obst., 78:1-8, Jan. 1944, also 
Reprinted by Permission in: Am. Rev. Soviet Med., 1:197-205, Feb. 1944 


The principles employed in all fractures of the femur in war 
wounds are: (1) wide incision of all injured and contused tissues, 
whether infection is present or not; (2) no drains; (3) free drain- 
age by means of large counter-opening; (4) suture of the edges of 
the skin to the deep fascia, employing catgut, thus “turning the 
wound inside out by elastic traction of the skin”; (5) thorough 
washing of all parts of the wound with soap solution during the 
operation; (6) application to all wound surfaces and the bone ends 
of a mixture of sulfanilamide and sulfathiazole (3 to 1); and (7) 
application of closed non-padded plaster-of-Paris cast. ‘To carry out 
this treatment to the best advantage, an orthopedic table or some 
portable apparatus to obtain extension by means of screws should 
be employed. ‘The author employs a specially designed table 
which permits extension and reposition of bone, and an easy 
method of applying the plaster cast when flexion and abduction 
are necessary; this table also permits lateral tilting, which aids in 
the performance of the operation. For the treatment of many 
wounded persons, the author has organized “a thigh brigade’”’ 
working on three tables by a “conveyor method.” At the first 
table, after the administration of spinal anesthesia, three medical 
orderlies, trained in this work, apply extension and carefully wash 
the patient. At the second table, the surgeon performs the opera- 
tion. At the third table nurses put on the plaster cast. In 500 
cases of fracture of the femur treated by this method during the 
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offensive on Moscow and the battle of Rjev, 80 per cent of the 
patients reached the hospital three to fifteen days after being 
wounded and 15 per cent even later. Amputation was necessary in 
only 12 per cent; in 6.6 per cent amputation was done immediately 
because of injuries to large blood vessels, gas gangrene or other se- 
vere infections; in the remainder secondary amputations were 
done, usually because of ‘‘a generalized septic condition.” The 
mortality in this series was 5.4 per cent. Recovery was complete 
in the first plaster cast in 35 per cent. 


BLADE-PLATE INTERNAL FIXATION FOR INTER- 
TROCHANTERIC FRACTURES 
AustTIn T. Moore 


Columbia, S. C. 
J. Bone and Joint Surg., 26:52-62, Jan. 1944 


Following a review of the various methods of treatment of in- 
tertrochanteric fractures, the author states that after several years’ 
experience the use of multiple nails, bolts or protruding pins was 
found to be inadequate fixation for many cases of intertrochanteric 
fracture. In 1940, he began to use an appliance which held the 
upper fragment by a blade in the head and the lower fragment by 
a plate on the shaft of the femur. Fractures of the upper femoral 
shaft could also be treated by this method. The appliance was ap- 
proximately 8 inches long and angled to 135 degrees to correspond 
to the angle of the neck on the shaft of the femur. The upper 3 
inches or blade portion was sharpened at its upper end so it could 
be driven up through the neck and into the head of the bone. The 
lower 5 inches extended along the outer side of the shaft of the 
femur and was held in place by screws. A driver-extractor for the 
appliance was also made. With experience, the surgeon can select 
a blade-plate of the proper size and insert it without a guide-pin. 
While the roentgenograms are being taken .and developed, the 
plate is usually anchored in place with screws. 

When the blade is inserted without a guide pin, it enters the 
bone through a small osteotome cut on the outer surface of the 


) 


shaft about 34 inch below the vasternus line. With the limb in 
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internal rotation, the blade is driven in parallel to the horizontal 
table top, and is directed to a point midway between the anterior 
superior spine of the ilium and the spine of the pubis. ‘The blade 
length required is usually 34 inch shorter than the x-ray image. By 
the sense of feel, the blade can be driven through the neck and into 
the head. If hard, cortical bone is encountered, the blade is redi- 
rected. The operation can be done comfortably in twenty to 
twenty-five minutes. In cases with comminution of fragments 
more time will be required for the operation. By this means of 
treatment convalescence is shortened, expense of hospital and nurs- 
ing care is reduced, and a full functional recovery may be expected. 
The blade-plate has been used in 4] cases of intratrochanteric frac- 
ture since 1938 and there have been no operative deaths and no 
cases of non-union. ‘There was one minor wound infection. 

The blade-plate is simple in construction and can be applied 
without difficulty. It is strong enough to maintain position of the 
fragments with moderate weight-bearing. ‘The operation can be 
done without shock; no external support is necessary. As a rule, 
the patient may leave the hospital, walking on crutches within two 
weeks after operation. Full weight-bearing is restricted until roent- 
genograms demonstrate solid bony union. 16 figures. 


DELAYED REDUCTION OF FRACTURES 
JouHn R. Moore 
Philadelphia, Pa. 
Temple University Hospital & Medical School 


J. Bone & Joint Surg., 26:151-76, Jan. 1944 


At the Temple University Hospital, the general policy of im- 
mediate reduction of fractures was discontinued Feb. 15, 1935. It 
was recognized as impracticable, possibly unnecessary, and led to 
needless expenditure of energy and equipment. Following an his- 
torical account of the moot question of the time for reduction of 
fractures, the author proceeds to describe the plan followed for the 
handling of fractures in this hospital since the date mentioned 
above. All fractures are examined immediately for nerve and 
vessel injury, and for such complications as head, spinal cord, and 
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internal injuries, etc. ‘The treatment of these major problems is 
instituted immediately by the departments concerned. All frac- 
tures of the long bones are immobilized immediately in plaster-of- 
Paris splints which routinely include the joint above and the joint 
below. 

Roentgenograms are taken at the convenience of the Roent- 
genographic Department, either immediately or the following day. 
One day a week is set aside for the reduction of fractures. 

Following immobilization at the time of admission, the patient 
is kept under observation in the Accident Dispensary for an hour, 
and is then allowed to return home, or is admitted to the Hospital, 
depending upon the absence or presence of complications, facili- 
ties for care at home, etc. He is instructed to report on the day set 
aside for reduction, and special emphasis is placed on the pre- 
anesthesia preparations. On the morning of the reduction, a 
cylindrical section of plaster 3 to 4 inches in width, is removed at 
the site of the fracture in fractures of the long bones. If traction is 
required to maintain reduction, a single pin is inserted in each 
major fragment. ‘The temporary splints employed in other types 
of fractures are removed. ‘These latter fractures are reduced and 
are subsequently splinted according to the standard methods. Re- 
duction is uniformly successful, provided complete muscle relax- 
ation is obtained. Generally speaking, the effort required for re- 
duction is greater than that observed in immediate reduction, yet 
a closed reduction is obtainable in the majority of cases. Open 
reductions are comparatively few. Following the reduction, the 
patient is permitted to go home or is admitted to the hospital, de- 
pending primarily upon the status prior to reduction. 

Delayed reduction is contraindicated in compound fractures, 
fractures with major nerve or vessel injury and simple dislocations. 

The present study is based on 7,009 fractures admitted to this 
hospital from 1934 to 1943. Reduction was required in 5,608 
fractures. ‘he value of immediate immobilization cannot be too 
strongly stressed. 1,401 fractures in the present series required no 
reduction, merely immobilization. A general anesthetic is em- 
ployed in the majority of cases. Fifty-six simple fractures were re- 
duced by open methods, 5,189 by closed. Immediate reductions of 
simple fractures numbered 253, and of compound fractures, 315. 
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Delayed reductions of simple fractures numbered 4,936 and of 
compound fractures, 45. All of the delayed reductions were done 
from four to eleven days after fracture. The period of repair and 
ease of reduction are discussed. ‘There were no instances of nerve 
complications, Sudeck’s atrophy, or Volkmann’s ischemic paralysis 
following immobilization or reduction. ‘There were two instances 
of embolism, but these appeared such a long time after fracture 
that they could hardly be attributed to fracture management. No 
secondary compounding was noted. No fractures were immobi- 
lized with the skin under tension, the alignment being corrected 
sufhciently to eliminate skin necrosis. Delayed union occurred in 8 
cases of tibial fractures. In 78 cases of fracture of the neck of the 
femur union occurred in 67 and non-union in 11. ‘There was no 
case of malunion sufficiently severe to require correction. 

The author concludes that the ideal time for reduction is be- 
tween the fourth and eleventh day. Delayed reduction is not 
urged by the author. Jf teams which provide well-trained super- 
vision are available for immediate reduction, this should be done. 
Where such supervision is not available delayed reduction is a far 
better procedure. In other words, “a well supervised delayed re- 
duction is better than a poorly supervised immediate reduction.” 
9 references. 4 tables. 22 figures. Discussion by M. N. Smith- 
Peterson of Boston, Mass.; George E. Bennett of Baltimore, Md.; 
Kellogg Speed of Chicago, Ill.; E. W. Ryerson of Chicago, IIL; J. 
Albert Key of St. Louis, Mo.; H. W. Orr of Lincoln, Nebr. 


THE TREATMENT OF INTERTROCHANTERIC 
FRACTURES OF THE FEMUR 
WALTER G. STUCK 
San Antonio, Texas 


Surgery, 15:275-91, Feb. 1°14 


Of 65 cases of intertrochanteric fracture of the femur followed 
by the author, 15 patients died within two months of the accident 
(22.2 per cent mortality). With mortality rates ranging from 24 
to 39 per cent in the literature it is evident that these fractures con- 
stitute a most potent cause of death in the aged. Following a cita- 
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tion of Bohler’s classification of these fractures, the author proceeds 
to discuss their treatment. The following types of treatment have 
been used with varying success: (1) external splints; (2) traction 
devices; (3) internal fixation with nails, screws, bolts, etc. The 
advantages and disadvantages of each of these types of treatment 
are discussed. External splints find their principal role in treat- 
ment of patients too frail to permit the use of internal fixation. 
Nevertheless this so-called conservative method has a high death 
rate and cannot be considered as an ideal emergency treatment. 
While traction is desirable in most trochanteric fractures to over- 
come the tendency to shortening and angulation of the neck, it has 
the disadvantage of holding the patients in the supine position 
which increases the likelihood of bed sores, hypostatic pneumonia 
and depressing sedatives for pain. ‘The most satisfactory func- 
tional results were obtained in those cases which were treated by 
internal fixation and the angle nails which were secured to the 
shaft of the femur were the most successful appliances used. “There 
was very little postoperative pain, the patients moved freely in bed, 
and coxa vara deformity developed in only one case in which the 
screws were improperly applied. ‘This seems to be the method of 
choice in the patients who can safely undergo an anesthetic and an 
operation. 36 references. 4 tables. 16 figures. 


COMPOUND FRACTURES OF THE FINGERS 
CALEB H. SMITH 


Bradford, Pa. 


Ann. Surg., 119:266-73, Feb. 1944 


A method for treatment of compound fractures of the fingers 
based on the method applied to the compound fractures of larger 
bones as described by Orr and ‘Trueta is here presented. ‘These 
cases were treated as emergencies to prevent infection. General 
anesthesia was administered followed by mechanical cleansing of 
the wound, elevation of the arm and application of a tourniquet to 
the upper arm. Following careful débridement, the tourniquet is 
removed and the bleeding vessels accurately clamped and ligated 
with No. 80 cotton. ‘The entire wound is then lightly frosted with 
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sufanilamide crystals. ‘The fracture is then reduced, the same prin- 
ciples applying as for simple fractures of the fingers. Proper splint- 
ing and plaster encasements achieve a degree of wound coaptation 
that could not be improved with sutures tied without tension. 
Tight closure of the wound is undesirable. A small sterile gauze 
dressing is placed over the wound and the finger bandaged lightly. 
An unpadded casement is applied to the finger. Holding it in the 
desired position, the plaster bandage is made to immobilize the 
joint above and the joint below the fracture. In case of a fracture 
of the proximal phalanx, plaster is applied to the hand but does 
not include the uninvolved fingers. 

The most satisfactory encasements are made from the so-called 
“specialist splints’ made by Johnson & Johnson. Six layers of these 
splints were cut to form two sugar-tong-type splints which were 
applied in an anteroposterior and a radio-ulnar direction. ‘The 
splints were molded together to form an encasement. ‘The hand 
was elevated for several hours after operation. A prophylactic 
dose of gas gangrene and tetanus antitoxin was administered after 
the usual skin test. If the patient was not sent back to work im- 
mediately or the following day, | gram of sulfadiazine was admin- 
istered every four hours. ‘he hands were examined daily for three 
days. ‘Lhe encasements were removed after one to two weeks, and, 
if necessary, another plaster bandage was applied at that time. Of 
37 patients treated by this method, 16 lost no working time. In 
the remaining cases the loss of working time was analyzed to de- 
termine how it might be reduced. ‘The average total cost per case 
was $93.87, and the average medical cost per case was $33.25. Sur- 
geons must be attentive to compensation costs, for they are re- 
flected in manufacturing costs. ‘The closed-plaster technic for 
compound fractures of the fingers is less costly than other methods 
of treatment, as the men return to work earlier and dressings are 
done less frequently. ‘The results of this method were good in 38 
fractures with no case of infection. 5 references. 2 tables. 


REFERENCES TO CURRENT ARTICLES 


How to Improve the Treatment of Fractures. Charles L. Scudder. 
England J. Med., 250:31-33, Jan. 13, 1944. 
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Treatment of Compound Fractures Aboard a Hospital Ship. J. T. Nichol- 
son (Lieut. Commander, M.C., U.S.N.R.), L. Kraeer Ferguson (Com- 
mander, M.C., U.S.N.R.), Robert B. Brown (Lieut. Commander, M.C., 
U.S.N.R.) and Kelwood W. Godfrey (Lieutenant, M.C., U.S.N.R.). U.S. 
Nav. Bull., 42:607-22, March 1944. 


Wartime Fractures in the Navy. Mark B. Coventry (Lieutenant, M.C., 
U.S.N.R.) and Harry B. Macey (Lieut. Commander, M.C., U.S.N.R.). 
U.S. Nav. M. Bull., 42:34-37, Jan. 1944. 


Different Uses for the Walking Stirrup. Eugene L. Jewett (Lieut. Com- 
mander, M.C., U.S.N.R.). U.S. Nav. M. Bull., 42:196-200, Jan. 1944. 


Simple Fractures of the Metacarpal Diaphyses. George V. Webster (Lieu- 
tenant, M.C., U.S.N.R.). U.S. Nav. M. Bull., 42:623-40, March 1944. 


Multiple Fractures of Arm and Forearm; Report of a Case. Merwyn Shoor 
(Lieutenant, M.C., U.S.N.). U.S. Nav. M. Bull., 42:693-95, March 1944. 


Fracture of the Lesser ‘Tuberosity of the Humerus. S. L. Haas. Am. 3 
Surg., 63:253-56, Feb. 1944. (Report of a case.) 


Combination of Nail and Screw for the Fixation of Fractures of the Neck 
of the Femur. Herbert A. Johnston. Am. J. Surg., 63:329-36, March 
1944. 


Fracture of Tibia and Fibula Treated by T and G Bone Plate. R. D. 
Jolderma (Commander, M.C., U.S.N.Ret.) and F. L. Macpherson (Com- 
mander, M.C., U.S.N.R.). Am. J. Surg., 63:352-56, March 1944. 


Treatment of Fracture of Astragalus by Internal Fixation with Metal Pin; 
Case Report. David O. Weiner. Am. J. Surg., 63:418-20, March 1944. 


Gangrene Complicating Fractures about the Knee. Joseph M. King and 
Bruce J. Brewer (Lieutenant, M.C., A.U.S.). Surg., Gynec. & Obst., 
78:29-35, Jan. 1944. (4 cases reported.) 


Fractures of the Carpal Scaphoid; a Study of 10 Cases. Herbert G. Finn 
(Lieutenant, M.C., U.S.N.R.) and Karl J]. Palmberg (Lieut. Commander, 
M.C., U.S.N.R.). U.S. Nav. M. Bull., 42:38-46, Jan. 1944. 


Fresh Fractures of the Carpal Scaphoid. Benjamin F. Obletz (Major, 
M.C., A.U.S.). Surg., Gynec. & Obst., 78:83-90, Jan. 1944. (Report of 
£5 cases.) 

Evolution of Bone Graft Surgery. Fred H. Albee. Am. J. Surg., 63:421-36, 
March 1944. (A review of literature.) 

March Fracture. Report of a Case Involving Both Fibulae. A. Scott Ham- 


ilton (Lieut. Col., M.C., U.S.A.) and Howard E. Finkelstein (Major, 
M.C., U.S.A.). J. Bone & Joint Surg., 26:146-47, Jan. 1944. 


March Fractures. Baxter L. Clement (Capt., M.C., U.S.A.). J. Bone 
& Joint Surg., 26:148-50, Jan. 1944. 
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45. Dislocations 





TENOSUSPENSION OPERATION FOR HABITUAL 
DISLOCATION OF THE SHOULDER 


M. S. HENDERSON 


Proc. Staff Meetings Mayo Clinic, 19:5-10, Jan. 12, 1944 


This is a report of 55 tenosuspension operations for recurrent 
or habitual dislocation of the shoulder performed on 51 patients. 
Four patients had both shoulders operated upon. ‘The fact that 
this surgical experience extends over a period of 19 years empha- 
sizes the comparative intrequency with which this operation is 
performed. 

The technic of the tenosuspension operation is as follows: ‘The 
patient is placed on the sound side with the affected shoulder up- 
ward and the body at an angle of 45 degrees to the table. ‘The 
skin incision may be of the saber type, two straight incisions, one 
in front and one posteriorly, or four small incisions. Holes are 
then drilled through the tip of the acromium process and the head 
of the humerus. A guide wire is put through first and a cannulate 
drill inserted over this. ‘The hole through the humerus should be 
far enough out on the greater tuberosity to avoid opening the joint. 
The tendon to be used as a suspensory ligament is then removed 
from the leg. “Through two small incisions, one just above the 
outer border of the foot where the peroneus longus crosses to the 
sole, and the other about 4 inches above the malleolus, the pero- 
neus longus tendon can be isolated, severed above and drawn out 
through the incision below. Half of the diameter of this tendon 
can then be taken and it should be about 6 to 8 inches long. ‘The 
remaining portion of the tendon can be drawn back up through the 
lower incision and sutured to the proximal end of the divided pero- 
neus longus. ‘The piece of tendon obtained then is put through 
the canals in the acromium process and the head of the humerus, 
care being taken that the arm is in the normal position at the side. 
The tendon is brought together with a fair amount of tension, the 
ends overlapped and sewed with fine silk. Care must be taken 
that the tendon transplant is deeply placed beneath the deltoid 
muscle and rests snugly down on the capsule. When the tendon is 
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inserted in this manner, two suspensory ligaments result, one an- 
terior and the other lateral and posterior. ‘The patient is put to 
bed and a sling holds the arm to the side. No abduction is per- 
mitted for two weeks and then only 20 to 25 degrees is allowed. 
Right angle abduction is not allowed until three months from the 
time of operation. Successful results were obtained by this method 
in 91 per cent of the cases treated. ‘Uhere was little if any restric- 
tion of motion after this operation. No interference with the func- 
tion of the peroneus tendon was noted. ‘The time elapsed since 
operation varied from a maximum of nineteen years to a minimum 
of fifteen months. ‘Three of the failures were in epileptic patients, 
the other 2 due to faulty technic. ‘The tenosuspension operation 
is simple and is entirely extra-articular. 1 table. 3 figures. 


REFERENCES TO CURRENT ARTICLES 
Reduction and After-Treatment of Posterior Dislocation of the Elbow, 


with Special Attention to the Brachialis Muscle and Myositis Ossificans. 
Lyon K. Loomis. Am. J. Surg., 63:56-60, Jan. 1944. 


Subastragaloid Dislocation; Report of an Unusual Ski Injury. Merle J. 
Brown (Major, M.C., A.U.S.) and Walter E. Brown, Jr. (Captain, M.C., 
A.U.S.). Am. J. Surg., 63:276-77, Feb. 1944. 


46. Bones 


SULFONAMIDES IN THE TREATMENT OF CHRONIC 
OSTEOMYELITIS 
J. ALBerT Key 


Department of Surgery of the Washington University School of Medicine, St. Louis, Mo. 


J. Bone and Joint Surg., 26:63-70, Jan. 1944 


The author emphasizes the fact that each chronic pyogenic 
lesion in bone presents an individual problem which must be 
solved by surgical principles, and cannot be solved by chemo- 
therapy. On the other hand the use of chemotherapy has consid- 
erably increased the safety of surgical procedures and has permitted 
closure of a large percentage of wounds after a radical operation 
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for the cure of chronic bone infection. ‘The dangers of chemo- 
therapy are enumerated. 

In the present series adult patients were given sulfathiazole in 
doses of from | gram every six hours to | gram every four hours on 
the day before the operation or earlier, and this was continued for 
about a week after operation. Children were given the drug in 
smaller doses, according to body weight. In addition from 2 to 5 
or even more grams of the drug were placed in the wound before 
it was sutured. Routine blood levels were not determined, but 
the fluid intake and output were watched, and fluids were torced 
to a moderate degree. One patient with severe renal damage could 
not tolerate the drug by mouth, but the drug was sprinkled in the 
wound when his hip was disarticulated and he made an uneventful 
recovery. Toxic reactions occurred in only 6 patients, including 
suppression of urine in |], hematuria in one and skin rashes in 4. 
It was believed that these were due to oral administration of the 
drug. In only one instance in this series was it necessary to open 
the wound on account of an abscess after operation. ‘There was 
one death in the series. ‘There were 11 unilateral lower extremity 
amputations. Including the latter, 60 wounds healed by pri- 
mary intention, but sinuses later developed in four of these in 
which metal had to be removed. Amputation was necessary in one 
of these cases, while in the other 3 healing occurred. All of the 
failures were in adults. “Che author used the Dickson, Diveley and 
Kiene technic for treatment of chronic osteomyelitis which he 
considers as superior to the Orr method because in about 40 per 
cent of the cases the wounds may be closed and will heal by pri- 
mary intention if a satisfactory operation is performed. In adults 
about 15 per cent of the affected lower extremities should be am- 
putated; the stumps may then be closed without drainage and will 
heal. In about 10 per cent the patient is admitted during an acute 
exacerbation of the infection; this can be relieved by sulfathiazole 
and drainage, and a radical operation can be done later if necessary. 
In the remaining 35 per cent of cases, most wounds may be almost 
closed and will heal within a few weeks or months. ‘There will be 
a few instances, probably 10 per cent, where amputation is not ad: 
visable and where healing does not follow surgery plus chemo- 
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therapy. It will be interesting to see whether penicillin will solve 
this problem. 

The closed method with chemotherapy is not dangerous and 
enables the surgeon to swing flaps, cover bones, and eliminate large 
areas of scarring not possible by any other method. 

The method is elastic and should be used in all cases of chronic 
pyogenic infection of bone. Excision of infected scar tissue was 
not carried out as meticulously as in the Dickson, Diveley and 
Kiene method, and in several instances extensive sub-fascial and 
deep abscesses were curetted and collapsed rather than excised. 
The usual saucerization operation was performed on the abscess 
cavities in the bone, and an effort was made to remove all seques- 
tra and to eliminate the dead spaces. No effort was made to re- 
move all eburnated bone. As few vessels as possible were ligated. 
No deep sutures were used. ‘The skin and subcutaneous tissue 
were closed in one layer, usually with a continuous suture of silk- 
worm gut, after the wound had been sprinkled liberally with sul- 
fathiazole powder. 2 references. 6 figures. Discussion by Dr. H. 
W. Orr of Lincoln, Nebraska; Dr. Frank D. Dickson of Kansas 
City, Mo. 


REFERENCES TO CURRENT ARTICLES 


Experimental Increased Blood Supply to the Head and Neck of the Femur. 
Walter G. Stuck and John J. Hinchey. Surg., Gynec. & Obst., 78: 160-63, 
Feb. 1944. 


Osteochondritis Dissecans. Case Report. ‘Theodore B. Strange. Am. J. 
Surg., 63:144-45, Jan. 1944. (Case in a child 41%4 years old; conservative 
orthopedic treatment resulted in cure.) 

The Role of Aseptic Bone Necrosis in Hip Lesions. Ernst Bergmann. Am. 


J. Surg., 63:218-35, Feb. 1944. 


Macrodactyly. Case Report. Francis X. Timoney, New York, N. Y. Ann. 
Surg., 119:144-47, Jan. 1944. 


Metal-block Replacement of Bone Deficiency. A Preliminary Report on 


an Operative Correction for Genu Recurvatum. Ross Sutherland and 
M. John Rowe. J. Bone & Joint Surg., 26:118-24, Jan. 1944. 
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47. Joints 


LESIONS OF THE MUSCULOTENDINOUS CUFF OF THE 
SHOULDER. I. THE EXPOSURE AND TREATMENT 
OF TEARS WITH RETRACTION 


HARRISON L. MCLAUGHLIN 


Fracture Service of the Presbyterian Hospital in New York and the Department of 
Surgery, the College of Physicians and Surgeons, Columbia University, New York, N. Y. 


J. Bone and Joint Surg., 26:31-51, Jan. 1944 


The term bursitis is no more a diagnosis than headache or 
jaundice and, when present, bursitis usually constitutes a second 
condition having no connection with the primary lesion other than 
proximity. ‘Ihe primary condition to be discussed in this paper is 
a tear of the intrinsic musculotendinous cuff with retraction. “Two 
hundred and seventy-five operations performed for lesions of the 
musculotendinous cuff and its associated structures have demon- 
strated that no two lesions are ever alike and no two lesions ever 
call for identical operative technic. A tentative classification ac- 
cording to the pathology and therapy required is presented. ‘This 
includes incomplete rupture, complete rupture, tear with retrac- 
tion, purely vertical rents or longitudinal splits paralleling the di- 
rection of the cuff fibers, and massive avulsion of the cuff. 

Of 32 cases in which repair was attempted, none suffer from any 
economic or functional disability. “Cwenty-two are back at their 
former jobs or equivalent work. ‘Twenty-two patients showed no 
limitation of motion at the time of the last follow-up examination. 
Five patients showed a small defect in rotation of no subjective sig- 
nificance to the patient. Only 2 patients showed a limitation of 
elevation—20) and 10 degrees respectively. “Iwo others had a small 
motion defect in all planes. 

The symptoms and disability prior to operation varied from 
one day to several years. ‘The earlier operation is done, the smaller 
the tear will be, since most ruptures tend to increase in size pro- 
gressively up to a certain extent. However, many such lesions 
never give symptoms and disability enough to warrant operation, 
and for this reason, a waiting period of at least two weeks, during 
which time the extremity is kept protected from further trauma 
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and under a regimen of conservative therapy, is considered wise 
in acute injuries suggestive of cuff tear. 

The author has found the transacromial approach dry, easy, 
and especially useful for surgical procedures involving the cuff, 
capsule, humeral head, long biceps tendon, and intra-articular 
cavity of the shoulder. Distinct benefits are gained by excising 
and discarding the outer fragment of the divided acromion at the 
close of the operative procedure. Retracted tears of the musculo- 
tendinous cuff can be repaired, according to the plan described, 
so that, regardless of their duration, size, shape, or amount of re- 
traction, uniformly good results may be obtained. Massive avul- 
sion of the cuff, per se, does not warrant fusion of the shoulder. 
The postoperative regimen following any cuff repair should remain 
under the control and close supervision of the surgeon who per- 
formed the operation. Details of technic are discussed and inter- 
esting features of the individual cases are presented. 21 references. 
2 tables. 18 figures. Discussion by Dr. M. N. Smith-Peterson, of 
Boston, Mass.; Dr. D. M. Bosworth, of New York, N. Y.; Dr. Philip 
D. Wilson, of New York, N. Y.; Dr. J. Albert Key, of St. Louis, 
Mo.; and Dr. Samuel Kleinberg of New York, N. Y. 


SIMPLIFIED SURGICAL APPROACH TO THE HIP 
Ross SUTHERLAND and M. JOHN Rowe, JR. 


Los Angeles, Calif. Long Beach, Calif. 
Arch. Surg., 48:144-45, Feb. 1944 


With the recent use of “metal fixatives” to replace bone attach- 
ments of muscles, the authors have used a simplified method of ap- 
proach to the hip which is founded on the principle that return of 
function is more rapid if ‘“‘muscle attachments are removed with a 
portion of the bone and the bone is replaced with internal fixa- 
tives.” With the authors’ technique, the sartorius group is re- 
moved intact with the anterior superior iliac spine, the rectus fe- 
moris with the anterior inferior iliac spine, and the gluteal group 
with the insertion into the trochanter (rather than by elevation 
from the origin in the iliac wall). With this technique there is a 
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INCISION 





Fig. 1.—A, surgical approach to hip: J, reflected 
anterior superior iliac spine; 2, anterior inferior iliac 
spine; 3, trochanter of femur; 4, site of distal trans- 
plantation of trochanter. B, incision in skin shown in 
dotted line on small figure. C, site of attachment of 
metal hip shelf when used shown in second small 
diagram. 


minimum of hemorrhage from intramuscular blood vessels, as the 
muscles are reflected in planes to expose the joint area. After the 
operation on the joint is completed, the bone portions with the at- 
tached muscles are replaced in the reverse order “‘with metal fixa- 
tives.” The trochanter may be transplanted distally to allow 
greater abductor function. Motion may be instituted within the 
first two weeks after operation, ““because of the firm fixation of the 
muscle attachments.” “Iwo illustrative cases are reported in which 
this method was used. In one case the operation was done for 
ankylosis of the right hip due to infectious arthritis. In the sec- 
ond case operation was done for congenital dislocation of the left 
hip. In both cases a metal hip shelf was used in the reconstruction 
of the joint. Both patients made a rapid recovery; and began pool 
exercises three weeks after operation. 
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Mechanical External Fixation of the Hip Joint. 
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tenant, M.C., U.S.N.R.). U.S. Nav. M. Bull., 42:56-58, Jan. 1944. 

Tabetic Arthropathy of the Hip. Case Report. Irving Wolin (Capt., 
M.C, U.S.A.). Radiology, 42:79-80, Jan. 1944. 

Capsulectomy for the Relief of Flexion Contractures of the Elbow Follow- 
ing Fracture. Philip D. Wilson, New York, N. Y. J. Bone & Joint Surg., 
26:71-86, Jan. 1944. 


Inman, 
J. B. DeC. M. Saunders and Leroy C. Abbott, San Francisco, Calif. 
J. Bone & Joint Surg., 26:1-30, Jan. 1944. 


Observations on the Function of the Shoulder Joint. Verne T. 


Carpectomy for Intractable Flexion Deformities of the Wrist. J. Warren 
White and Sam G. Stubbins, Greenville, S. C. J. Bone & Joint. Surg., 
26:131-38, Jan. 1944. 


48. Tendons 


REFERENCES TO CURRENT ARTICLES 
Tendon Transplants with Metal Nails. Ross Sutherland, Los Angeles, and 
M. John Rowe, Long Beach, Calif. Surgery, 15:270-74, Feb. 1944. 


Division of the Flexor ‘Vendons within the Digital Sheath. Sumner L. Koch, 
Surg., Gynec. & Obst., 78:9-22, Jan. 1944. 


49. Amputations 


REFRIGERATION ANESTHESIA IN LEG AMPUTATION 


SAMUEL PerLtow (Lieut. Commander (M.C.) U.S.N.R.) 
U. S. Nav. M. Bull., 42:433-37, Feb. 1944 


With the use of refrigeration anesthesia for leg amputation, 
the site of the amputation 1s determined, and ‘‘an ice-collar’’ is 
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applied to this area to produce “‘skin insensibilty,” so that the 
tourniquet may be applied without causing pain. A gum-rubber 
tube one-half inch wide is used as a tourniquet. The extremity 
is then packed in chipped ice to a point “about 2 inches proximal” 
to the tourniquet and wrapped in a rubber sheet. The extremity 
is kept in the ice pack from one and a half hours for a leg ampu- 
tation to five hours for a thigh amputation. ‘The ice is removed 
in the operating room and the extremity prepared quickly for 
operation; the sponges used during operation are moistened in 
cold sterile water. After amputation the main blood vessels are 
ligated before removal of the tourniquet. The author has found 
the anesthesia usually persists for about an hour after operation. 
Ice bags may be placed around the dressings for several days after 
operation, as this relieves pain and decreases serous discharge and 
postoperative edema. Four illustrative cases are reported in which 
this technique was used for amputation; all these patients were 
over 60 years of age, and “extremely poor risk cases”; 2 were 
diabetic. None of these patients showed postoperative shock; 
and in all the wound healed well. 


AMPUTATION WITH REFRIGERATION ANESTHESIA 
Francis M. MaAssie 


Lexington, Ky. 
South. M. J., 37:1-5, Jan. 1944 


In refrigeration anesthesia, cell metabolism is suspended, but it 
is important that no freezing of tissue shall take place, as this in- 
volves irreparable damage to the cell. ‘The technique of refrigera- 
tion anesthesia is still undergoing modifications, although gradu- 
ally becoming standardized. The author formerly employed a 
wooden box for holding the cracked ice, but now employs a rub- 
ber sheet, on which a thick layer of cracked ice is placed. The 
limb to be amputated is placed on this ice “bed’’ so that the ice 
extends well above the tourniquet level and includes the foot (or 
hand); a “thick layer” of ice is then placed over and around the 
limb and covered with rubber sheeting and blankets. The limb 


iS kept in the ice for two hours before the tourniquet 1s applied; 
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the tourniquet used is of gum rubber which is stretched to almost 
its full extent, placed around the limb in two turns, and fixed 
with a heavy hemostat. ‘The tourniquet is placed well above the 
site of amputation, 1.e., above the knee for leg amputation. ‘The 
total time of refrigeration is four hours for amputation below the 
knee and five hours for amputation above the knee; this requires 
from 50 to 100 pounds of ice. A sedative, preferably a barbiturate, 
is given to the patient before operation. Operation is begun 
immediately when the limb is taken from the ice pack; the author 
has not found it necessary to use chilled instruments or solutions. 
After the amputation is completed, the larger blood vessels are 
tied and the tourniquet is released; about | gm. of sulfanilamide 
is placed in the stump, and when bleeding is completely con- 
trolled the flaps are closed without drainage. ‘Three or four ice 
bags are placed on the stump over a light dressing, and one re- 
moved each day. Sutures are removed after two weeks, unless 
infection develops and necessitates earlier removal. In 14 cases 
of amputation in patients with diabetes or peripheral vascular 
disease, there were 4 deaths (28.5 per cent). In the same hospitals 
in which these amputations were done the mortality in diabetic 
amputations was previously 75 per cent. No signs of shock de- 
veloped either during or following operation. Gas gangrene de- 
veloped in the stump in 2 cases; one of these patients died, the 
other recovered. 


THE USE OF REFRIGERATION IN AMPUTATIONS AND 
PERIPHERAL VASCULAR DISEASE 
E. Everett O’ NEIL 
Boston Univ. School of Medicine and Boston City Hospital, Boston, Mass. 


New England J. Med., 230:209-16, Feb. 24, 1944 


For amputation under refrigeration anesthesia a tourniquet is 
also employed; rubber tubing 10 to 12 mm. in diameter is the best 
material for this. “Two turns of the tourniquet are made at the 
site selected, 10 to 15 cm. above the amputation site, and it is held 
in place by a clamp or knot, taking care that the skin is not 
pinched. Several ice bags are placed at the site before applying 
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the tourniquet to “minimize any discomfort” and refrigeration 
is begun immediately. The entire extremity to be amputated is 
surrounded by cracked ice, either encased in a rubber sheeting 
or held in a special container built for the purpose. The skin 
temperature is maintained at 8 to 10° C., avoiding freezing of the 
tissues. With a thin arteriosclerotic limb, the time necessary to 
obtain anesthesia by refrigeration is less than for a younger more 
muscular patient, but no attempt should be made to hasten a re- 
frigeration amputation. ‘The patient is placed on the operating 
table before the ice is removed. In closing the amputation stump 
no drains are employed. The tourniquet is released just before 
closure of the wound. It is then evident that there is no throm- 
bosis in the blood vessels, and that the blood is fluid. Patients 
under refrigeration anesthesia complain of no pain and show no 
evidence of shock and no postoperative nausea or vomiting. After 
operation, the temperature of the stump is gradually returned to 
normal by the use of ice bags and their gradual withdrawal. If 
there is any tendency to sloughing or infection of wound edges, 
a low temperature is maintained for the reduction of tissue metab- 
olism. As cold tends to inhibit healing, sutures should not be 
removed for fifteen or twenty days. But most wounds from re- 
frigeration amputations heal per primum, even though healing 
is slow. Refrigeration was done in 54 cases of major gangrene at 
the Boston City Hospital; 4 of these patients, who were moribund 
on admission, died before operation could be done. Of the 50 
patients operated on, 16 died, a mortality of 32 per cent. This 
represents a reduction of operative mortality of 21 per cent as 
compared with amputations in similar cases in previous years 
before the use of refrigeration anesthesia. In a more recent series 
of 33 cases of major gangrene operated under refrigeration anes- 
thesia, the mortality was reduced to 12 per cent. 

Refrigeration without amputation or the use of the tourniquet 
has been used in some cases of “‘circulatory insufficiency” of the 
extremities, not sufficiently advanced to make amputation neces- 
sary. In some cases results were good; in others disappointing. 
The application of cold inhibits the progress of gangrene, but in 
no case did it avert amputation when devitalization of the part 
had occurred. Improvement without other treatment than re- 
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frigeration occurred in several cases of deep venous thrombosis. 
Refrigeration has also been suggested for the treatment of various 
types of injuries to prevent toxic absorption, inhibit bacterial 
growth and reduce pain, shock and edema. ‘The author is of the 
opinion that it will prove of definite value in such cases. 


A METHOD FOR THE REPAIR OF FINGER 
AMPUTATION 


WILLIAM KUTLER 


Cleveland, Ohio 


Ohio State M. J., 40:126, Feb. 1944 


Following the employment of thousands of women and in- 
experienced men on machines, there has been a great increase in 
the incidence of crushed finger tips. When the greater part of 
the terminal phalanx together with the nail matrix is crushed the 
usual type amputation just above the joint with a ventral flap is 
satisfactory. But in injuries in which about one-half or two-thirds 
of the terminal phalanx is crushed or punched off and in which 
the nail matrix is practically intact, the following method of re- 
pair is that usually employed: (1) Smooth the end of the phalanx 
and allow the tip of the finger to granulate in; (2) use full thick- 
ness on pedicle grafts to cover the crushed end of the finger; (3) 
remove the remaining part of the phalanx and complete the repair 
with use of a ventral flap. 

In order to obviate certain disadvantages of this method, the 
author suggests the following method, which was done with good 
results on a number of cases. 

The end of the crushed finger or thumb is scrubbed thoroughly 
and all foreign matter is removed. All devitalized tissue is excised 
and the tip of the phalanx is smoothed. ‘Two triangular skin flaps 
are prepared, one on each side of the finger, by making a “V”- 
shaped incision on each lateral aspect with the apex pointing proxi- 
mally. ‘These skin flaps are loosened but left attached to maintain 
their blood supply. ‘The flaps are drawn across the end of the 
finger and are sutured together along the midline, with fine inter- 
rupted silk or dermal sutures. The “V” incision is closed with one 
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or two sutures. ‘The two triangular flaps are further secured by 
several sutures around the circumference of the finger except at the 
dorsal aspect where the finger nail will eventually come through. 
A liberal supply of sulfathiazole crystals is used and a large dress- 
ing is applied which is not disturbed for from five to seven days. 
Healing usually takes place without infection. The end result 
is a rounded, non-tender finger tip with a finger nail on a finger 
which has not been further shortened but slightly lengthened by 
repair. 


REFERENCES TO CURRENT ARTICLES 
Celluloid Splint in Traumatic Amputation of Distal Phalanges. John B. 


O'Toole, Jr. (Lieut. Commander, M.C., U.S.N.R.). U.S. Nav. M. Bull., 
12:460-61, Feb. 1944. 


50. Traumatic Surgery 


APPLICATION OF DICOUMARIN (3.3-METHYLENE-BIS- 
| 4-HYDROXYCOU MARIN ]) IN TRAUMA 
AND GANGRENE 


CHARLES E. BRAMBEL and F. Forp LOKER 


Mercy Hospital, Baltimore, Md. 
Arch. Surg., 48:1-16, Jan. 1944 


Reports the use of dicoumarin given by mouth in 6 cases of 
crush injuries in which gangrene was threatening or beginning, 4 
cases of diabetic or arteriosclerotic, and one case of frostbite. In 
2 of the traumatic cases heparin was given intravenously for its 
anticoagulant effect before dicoumarin could be given by mouth. 
In all the traumatic cases the injury was successfully repaired surgi- 
cally and postoperative amputation was not necessary in any in- 
stance. although in 4 cases amputation of the fingers “appeared 
imminent” on admission. No bleeding resulted from the admin- 
istration of dicoumarin. In one of the cases of arteriosclerotic 
gangrene in which the renal function was poor, administration 
of dicoumarin had to be discontinued. In one of the cases of 
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diabetic gangrene in which only the fourth and fifth toes of one 
foot were involved, amputation was avoided by the administration 
of dicoumarin; in another case, amputation below the knee gave 
satisfactory results although a mid-thigh amputation was con- 
sidered to be necessary before the administration of dicoumarin; 
and in the third case, amputation of only one toe was done, circu- 
lation being restored in the rest of the foot. In these cases a sul- 
fonamide was also given by mouth as indicated without any toxic 
effect. In the case of frostbite, progressive gangrene was arrested; 
this was the first case treated with dicoumarin and the coagulation 
mechanism was “disrupted”’ too rapidly and there was some bleed- 
ing from ulcerated areas in the feet necessitating a blood trans- 
fusion. 

In all of these patients “increased prothrombin activity’’ was 
demonstrated before the administration of dicoumarin. ‘The dos- 
age of dicoumarin was determined entirely by frequent determ1- 
nations of the prothrombin time. No fixed dosage schedule can 
be given for cases of the type reported; the total dosage employed 
in the authors’ series varied from 300 mg. to 4,800 mg., in the 
traumatic cases from 600 mg. to 3,100 mg. In some patients the 
clotting mechanism is refractory to the action of dicoumarin, and 
such patients require much larger doses than others. 

[It does not seem that the cases presented justify the conclu- 
sion that heparin, and particularly dicumarol, prevent tissue gan- 
grene which would otherwise be inevitable. ‘Thus, in case 1, a 
crush injury of the foot, dicumarol was not begun until the day 
after operation and as it takes two days for it to have any effect, 
certainly any thrombosis which was going to take place would have 
been established by that time. In case 2, crush injury of the hand, 
although it is stated that the main arterial supply was not severed, 
credit for the survival of the index finger was given to dicumarol. 
In case 7, in spite of dicumarol, the leg was amputated below 
the knee because of diabetic gangrene of the foot. The useful- 
ness of dicumarol is quite certain, but these cases hardly 
seem to prove it; otherwise, their surgical treatment seems 


good.—Ep. | 
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51. Burns 


THE TREATMENT OF BURNS AND OTHER EXTENSIVE 
WOUNDS WITH SPECIAL EMPHASIS ON THE TRANS- 
PARENT JACKET SYSTEM 


BEVERLY DOUGLAS 


Department of Surgery of Vanderbilt University, Nashville, Tenn. 


Surgery, 15:96-143, Jan. 1944 


The author presents a résumé of those facts concerning the 
patient who is suffering from burns or other extensive wounds, 
both with regard to the patient as a whole and his wounded tissues 
which he considers absolutely essential to rational management. 
Such problems as the systemic reaction, the burn toxin question, 
anoxia, blood changes, epinephrine and suprarenal changes and 
local tissue changes and pathology are discussed. First aid 
measures, systemic treatment and local treatment are described. 
The various provisions for covering the wound are described 
leading finally to a detailed discussion of the use of the transparent 
jacket system. 

According to the author all the work of recent years on the 
treatment of wounds points definitely to two facts: first, to the 
advantage of a system with infrequent dressings, sealed from the 
outside except for drainage and irrigation through controlled ori- 
fices; second, to the great advantage of the continuous or intermit- 
tent application of relatively slight degrees of pressure. ‘The 
transparent jacket of ‘Theraseal system is a logical development 
growing out of past methods employed. With it the very atmos- 
phere surrounding the wound may be controlled at will. ‘The 
part may be massaged through the jacket manually or by alter- 
nating positive and negative pressure therein. Sterile splints also 
may be applied directly or through the jacket. ‘The total exudate 
may be collected at any time and studied. ‘The wound is sealed 
from air which avoids pain and secondary contamination and al- 
lows direct application of pressure to skin grafts. Various lights, 
including quartz and rare gas tube lights, may be used to treat the 
wound through the jacket and photographs may be taken without 
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removing it. Each jacket whether of the thin, transparent flexible 
fabric or of the thicker plastic tube variety is, with rare exceptions, 
sealed hermetically to the part, but all of the jackets have as many 
inlets as desired in the form of tubes entering them for drainage 
and irrigation. A complete description of the various types of 
jackets follows, including the semirigid transparent jackets for the 
extremities, their application and advantages. ‘The mode of ap- 
plying pressure to skin grafts is described. Five illustrative cases 
are described in detail. 73 references. 7 figures. 


A REPORT ON THE MANAGEMENT OF BURNS USING 
THE OCCLUSIVE COMPRESSION DRESSING, WITH 
SULFATHIAZOLE EMULSION 


DouGLas ACKMAN, JOHN W. Gerrir, J. E. PrircHarp and E. S$. MILLs 


Montreal, Canada 


Ann. Surg., 119:161-77, Feb. 1944 


Recently the authors suggested that fundamentally all treat- 
ment should be timed to anticipate the dangers and difhculties 
arising from severe burns, namely shock, toxemia and infection, 
with their sequelae of death or disability. From this broad con- 
ception of the problem they evolved a system or method of treat- 
ment divided into general and local measures based upon a prac- 
tical timing chart which was intended to be a ready reference to 
all doctors and nurses handling burns. The details of the plan 
and principles are reviewed briefly in the following schema: 


Timing in the Treatment of Burns 

General Measures: ‘Yo anticipate and prevent shock, toxemia 
and infection—with death, sepsis and inanition: 

|. Retention of body heat by a burn tent or other measure. 

2. Prevention of pain by adequate sedation. 

3. Control of hemoconcentration and other blood changes 
by the regulated use of blood plasma, serum, etc. 

4. Controlled administration of fluids and the _ necessary 
amount of carbohydrate and protein food either by infusion or by 
mouth. 
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5. Specific antisera such as antitetanic and antigas. 

6. Gentle handling to avoid pain and fatigue. 

7. Delay in carrying out any local treatment until antishock 
measures are at least well advanced and control in view. This is 
operative in the treatment of all wounds. If necessary, local treat- 
ment already commenced should be interrupted if signs of shock 
recur. 

8. Avoidance of anesthetics whenever possible to prevent fur- 
ther shock and depression of general condition. 

9. Promotion of renal output by adequate fluids administered 
by vein or mouth. 

Local measures: ‘Yo anticipate and prevent infection and 
maiming, with disability or death, and, conversely, to promote 
rapid healing. 

1. Gentle surgical wound cleansing with soap and water, saline, 
and when necessary, some other detergent. 

2. Removal of débris, and surgical excision of dead and de- 
vitalized tissues. ‘This includes the opening of blebs. 

3. Employment of occlusive bulky pressure dressings, infre- 
quently changed, to promote: (a) Rest by immobilization, result- 
ing in lymph stasis. (b) Prevention of bacterial contamination by 
exclusion. (c) Pressure (1) to prevent edema and thereby improve 
the circulation of the blood; (2) to minimize the lymphatic flow. 
(d) Drainage into the bulky absorptive dressing of discharge from 
the burned surface. (e) Bacteriostasis: (1) autogenous; (2) bac- 
teriostatic sulfonamides (a 5 per cent oil-in-water emulsion of 
sulfathiazole), etc. 

4. Employment of the earliest possible skin-grafting. (a) 
Primary, when possible, though rarely practicable. (b) Delayed 
primary as the common practice. (c) Secondary, when made neces- 
sary by very deep and extensive burns or by delay for some special 
reason. (d) Homografts when necessary to save life or minimize 
inanition. 

Of 200 major and minor burns treated according to this plan 
in the last two years, the authors present an analysis of 100 major 
burns requiring hospitalization. ‘The cases were studied accord- 
ing to the area of body surface involved, the depth of the burn and 
the results of treatment. There were 7 deaths. ‘Twenty-six graft- 








TIMING IN 


General 
Treatment 


Shock Team 
24 hour 
service 


Under 
Supervision of 
Senior Surgeon 


Local 
Treatment 


Burn Team 


Under Supervision 
of Senior 


Surgeon 


Laboratory 


Clinical Data 


Chart 


TREATMENT OF MAJOR BURNS 
PERIOD OF SHOCK 48 HOURS 


First Hour 
Hypo Morphine ¥% gr. 


(intravenous) if neces- 
sary 
Repeat in the hour if 


necessary 


Intravenous Therapy 
Plasma or Serum 

In amounts of 500 cc. 
First 500 cc. given 
rapidly 


10% Glucose only 
if indicated 


External Heat—Develop 
slowly to 70°F. under 
tent 


First 24 Hours 


THE INFREQUENT OCCLUSIVE PRESSURE DRESSING 


Second 24 Hours 


Repeat Morphine as may be indicated during this 


period 


Cortin 50 cc. (optional) 
in extreme cases 


Continue to a minimum of 1,000 cc. 
burn in 48 hours by 


Serum) for 10% 


Repeat Cortin Intramus- 
cularly 20 cc. 30 cc. Q. 
6 H. as indicated for 48 
hours 


(Plasma or 
continuous 


intravenous drip. Control the amount of serum 
or plasma by Hemoglobin, Hematocrit and Plasma 
Proteins—as well as clinical observation. 


Intravenous 10% Glucose as indicated, add saline 


if vomiting 

SERA 

A.-T.-S.—3000 units 
Anti-Gas Serum when 
indicated 


Water by mouth containing carbohydrate for first 


24 hours 


Oxygen by B.L.B. apparatus or tent—when 


indicated 


Delayed until 
Intravenous 

Shock Treatment begun 
and effective 


Hemoglobin Estimation 
or 

Hematocrit 

and 


Plasma Proteins 


R.B.C. Count 


Uranalysis 


Admission T.-P.-R. 
and Blood Pressure 


Operation 

Without anesthetic using 
pure soap lather (deter 
gent when necessary) 


Mechanical removal of 
débris, dirt and dead 
tissue 


Open blebs 


All Burns 
Occlusive pressure 
dressing 
over 5% 
Emulsion 
(Ann. Surg. Nov. 1942— 
Vol. 116,—page 641) 


Sulfathiazole 


Repeat Q. 1 h. until 
Hemoconcentration con- 
trolled and thereafter at 
least Q. 4 h. 


Culture of burned sur- 
face before treatment 


Uranalysis 


Chart P. & B.P. Q. 1 hr. 
Hematocrit 
Plasma Proteins 
Hemoglobin % 
lemperature 


QO. 4H. 


| 
j 


Intake and output daily 
Plasma. Serum. Glucose. 
Saline. Blood Chemistry 
Sera 


Fluids—As tolerated high 
in Carbohydrate 
Continue Oxygen as 
indicated 


Enema 


No dressing change 


Continue Hematocrit, 
Hgb. and Plasma 
Proteins Q. 4 H. 


Blood Chemistry 
Plasma Proteins 
Chlorides 

Sugar 
Sulfonamide Level 


Uranalysis 
r.-P.-R. Q. 4 H. 

B.P. and P Chart Q. 1 H. 
Hematocrit, Hemoglobin 
and Plasma Proteins 


Intake and output daily 
amounts of all types of 
infusions separately and 
in units 








TIMING IN THE INFREQUENT OCCLUSIVE PRESSURE DRESSING 


General 
Treatment 


Shock Team 
24 hour 

service 

Under 
Supervision of 
Senior Surgeon 


Local 
Treatment 


Burn Team 


Under Supervision 
of Senior 
Surgeon 


Laboratory 
Examinations 


Clinical Data 


Chart 


TREATMENT OF MAJOR BURNS 


TOXEMIA PERIOD GRANULATION HEALING PERIOD 
2nd to 5th Day PERIOD 2nd to 6th Week 
6th to 14th Day 
Morphine or Barbitu- Codeine or Barbiturates Codeine or Barbiturates 

rates as indicated when indicated when indicated 


Sulfonamides orally or intravenously not desir- Sulfonamides only indi- 
able especially if urine volume is below 1000 cc. cated orally if pneu- 


per day monia threatens 
Blood Substitutes as in- Fresh Blood Transfu- Fresh Blood Transfu- 
dicated sions at least 500 cc. Q. sions at least 500 cc. 
3 days, and depending 3 days, and depending 
on R.B.C. on R.B.C, 


Glucose as indicated, by Infusions if indicated 
blood chemistry 

Saline only when blood 

chlorides depleted 


Fluids—Minimum of Fluids—3000 cc. daily Fluids—2000 cc. daily 
3000 cc. by mouth 

Diet — High in Protein Diet—Controlled by Diet—Same Tube Feed- 
and Carbohydrate Blood Chemistry ing if necessary for 


Hypoproteinemia 
Vitamins and Iron Vitamins and Iron 


Enema—Q. 2 days P.R.N. Cathartics as indicated Cathartics as indicated 


Superficial Burns (ist Superficial Burns— 
and 2nd°) Usually healed. No 
Remove dressing on 8th dressing 

to 10th day because 

healed as a rule 


Deep Burns (3rd°) All Deep Burns. Change 
Redress and remove every 12 to 14 davs 
débris on the 12th-14th 
day 

No dressing change Anesthetic if necessary 


Graft as soon as possible Grafting at each change 
Homografts if necessary 
Occlusive pressure dress- Occlusive pressure drese- 


ing in all cases, includ- ings in all cases, includ- 
ing donor areas ing donor areas 





Continue Hematocrit, | Continue Hematocrit, Hemoglobin and Red 
Hgb. and Plasma Pro- Hb. and Plasma Proteins Blood Count and Plasma 








teins daily as indicated daily as indicated Proteins at least twice 

Blood count daily Blood count daily weekly 

Blood Chemistry— Blood Chemistry Blood Chemistry—as in- 

Sugar, Urea and Creatin- dicated 

ine if indicated by Tox- Sulfonamide level if 

emia or Urinary Sup- necessary 3 days 

pression 

Sulfonamide Level if Culture with dressings Culture with dressings 

necessary 

Urinalysis daily Urinalysis Q. 2 Days Urinalysis 

r.-P.-R. Q. 4 H. T.-P.-R. Q. 4 H. r.-P.-R. Q. 4 H. 

B.P. as indicated B.P. as indicated B.P. as indicated 

Hematocrit, Hemoglo- Hematocrit, Hematocrit, 

bin, Plasma Proteins Hemoglobin, Plasma Hemoglobin, Plasma 
Blood Counts Blood Counts at least 
Proteins daily twice weekly 


Proteins daily 
Intake and Output Plas- Same daily including 
ma and all other infu- blood transfusions 
sions, sulfonamides and Notes on granulation Notes on granulation 
progress notes and operations and operations 
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ing operations were performed on the 16 patients requiring graft- 
ing. Conclusions are presented regarding the assessment of the 
burn damage, isodermal grafting, infection and grafting, granu- 
lations and grafting as well as the choice of donor sites, the time 
of grafting and preparation of the burned area. Other problems 
discussed include burns with preexisting infection, fresh super- 
ficial burns, the management of shock, anemia, hypoproteinemia 
and burn toxemia. It is the belief of the authors that the most 
important feature of local therapy is the surgical treatment and 
cleansing of the burns, followed by the application of the occlusive 
compression dressing. ‘The addition of 5 per cent sulfathiazole in 
an oil-in-water emulsion constitutes an important additional factor 
of safety.against invasive infections as well as providing a medium 
for adequate curtain drainage. ‘The use of a wide 1-2 mm. curtain- 
mesh as a basic dressing is a necessary and important adjunct to 
the bulky dressing. 2 references. 


REPAIR OF THE BURNED HAND 


GEORGE WARREN Pierce, E. H. KLABUNDE and D. EMERSON 


San Francisco, Calif. 


Surgery, 15:153-72, Jan. 1944 


The authors present 9 illustrative cases of deformity of the 
hand resulting from burns. In burns of the hand early diagnosis 
is of prime importance, as soft tissue atrophy may lead to ir- 
reparable damage, especially in regard to stiffening of the joints. 
The vicious circle of vasoconstriction may be interrupted by in- 
jections of 1 per cent novocain around the ulnar and radial nerves 
and arteries at the wrist. ‘This is the most effective step of the 
treatment and should be done twice a week at first, then at longer 
intervals as indicated. ‘There may be complete anesthesia for 
an hour or two, after which sensation returns, but areas which 
were anesthetic or paresthetic before are more nearly normal. 
After a few hours or days the symptoms and signs often reappear. 
For this reason it is necessary to keep the patient under observa- 
tion and repeat the injections as often as necessary. Occasionally 
a single injection is sufficient to effect a cure. 
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During treatment, the hand should be allowed to rest in a 
position of comfort, held in a sling to support the circulation as 
far as possible. It is best to avoid any form of passive manipula- 
tion or physiotherapy in the early stages. ‘Time is the great healer 
and with the aid of novocain injections, gentle elastic traction, and 
carefully supervised return to active use, many of these patients 
are rehabilitated. ‘Their mental attitude plays an important role 
and an effort should be made to get their complete cooperation 
and to encourage them to return to useful work. In very persist- 
ent cases, Leriche and others advocate injection of the cervical 
stellate sympathetic ganglion, or even its surgical removal. In 
their hands, this is an effective though radical method of treat- 
ment if done early enough. 3 references. 10 figures. 


PLASTIC REPAIR OF EXTENSOR HAND CONTRAC- 
TURES FOLLOWING HEALED DEEP SECOND 
DEGREE BURNS 
Pau W. Greevry (Lieut. Comdr., M.C., U.S.N.R.) 


U. S. Naval Hospital, Oakland, Calif. 
Surgery, 15:173-177, Jan. 1944 


Being dissatisfied with the poorer end results of conservative 
management of these contractures, the author now follows the 
policy of excising fibrotic coverings as soon as it becomes apparent 
that further spontaneous improvement is hopeless. After excision 
the cutaneous defect is covered immediately with a properly se- 
lected type of skin graft. “Che type chosen must furnish good elas- 
ticity in its substance and at the same time avoid utilizing compli- 
cated technical methods. Local anesthesia and premedication with 
nembutal, 414 gr., two hours before surgery. Combined with the 
local anesthesia, a blood pressure cuff (200 mm. of mercury) gives 
a very dry operative field. Injury to underlying veins and sub- 
cutaneous fat must be avoided in excising the scar. “The blood 
pressure cuff is then released and hemostasis perfected with liga- 
tures and hot compresses to perfect the bed for reception of the 
graft. More recently all minor bleeding points have been coagu- 
lated with diathermy. No type of pedicle flap is needed. If a 
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small segment of tendon is exposed a small portion of adjacent 
fat may be sutured over it. “he defect may be covered with either 
a free full-thickness or a thick, split-thickness skin graft, cut in 
one massive piece. ‘hese grafts are cut in one segment to ap- 
proximately 85 to 90 per cent total skin thickness. “They may be 
cut with a Padgett dermatome or the Blair-Brown suction box and 
razor technic. ‘The author has used the thigh, abdomen and chest 
for donor sites. 

After cutting, the graft is secured to the defect on the hand 
and fingers with nonabsorbable sutures. Slits are cut in the distal 
end of the graft to fit over the fingers. Pressure dressings are ap- 
plied and the hand and arm immobilized on a padded straight 
board splint. Pressure is made with ordinary flat gauze dressings 
and abdominal pads. Barring complications, the dressing is not 
disturbed for seven or eight days, when it is removed. ‘The sutures 
are then removed and any excess graft trimmed away. ‘The pres- 
sure dressings are reapplied for another week. Beginning two 
weeks after the operation, the coverings are removed for daily 
soakings and passive exercises in warm sterile water. At the end 
of three weeks healing is usually such that all pressure bandages 
can be removed permanently. More active physiotherapy and use 
are then started and the patient is encouraged to resume his normal 
activities. An early return to limited duty is permitted provided 
trauma is avoided until good sensation has developed in the grafted 
skin. This usually takes from 6 to 12 months. 3 references. 3 
figures. 


PROBLEM OF NUTRITION IN PRESENCE OF EXCESSIVE 
NITROGEN REQUIREMENT IN SERIOUSLY ILL 
PATIENTS WITH PARTICULAR REFERENCE 
TO THERMAL BURNS 


F. H. L. Taytor, C. $8. DAvipson and S. M. LEVENSON 


Boston, Mass. 
Connecticut State J. Med., 8:141-148, March 1944 


The present communication deals essentially with the main- 
tenance of nutrition in the presence of excessive nitrogen demand. 
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Following a discussion of the evaluation of the nitrogen require- 
ment of a patient and of some conditions predisposing to increased 
nitrogen demand, the authors proceed to consider nitrogen excre- 
tion in thermal burns, the nitrogen balance, and the results of 
failure to anticipate the protein need of severely ill patients. In a 
burned patient with 60 per cent of his body involved an early 
assay of the nitrogen requirement of the patient must be made 
from intake and output studies in addition to a clinical apprecia- 
tion of the possible nitrogen demand. When it is felt that the 
patient cannot be maintained by ordinary dietary measures gastric 
intubation is resorted to early. As a final measure, protein in the 
form of casein hydrolysate is administered parenterally in the re- 
quired volume. The volume and rate of injection of amino acids 
are adjusted to the comfort of the patient. Rapid administration 
of amino acid solution has not resulted in marked losses of amino- 
nitrogen to the urine, but nausea may occur if the amino acids are 
administered too rapidly. ‘The limiting factors consist in the de- 
velopment of sclerosis of the vessel and pain. This may be obviated 
by administering the material intrasternally. By using a special 
technic for the sternal puncture, it is possible to administer up to 
300 ml. per hour of amino acid solution in water by this route 
with no discomfort to the patient. 

The administration of amino acids in saline solution should be 
based solely on the patient’s electrolyte need. Administration of 
large amounts with salt solution may lead to water retention and 
edema. The extent of the injury, its severity and location, the 
former state of nutrition of the patient as well as his nitrogen 
balance must determine his dietary requirements. However, it is 
a safe minimum margin that the severely burned patient will re- 
quire as a minimum 2 to 3 grams of protein and at least 60 calories 
per Kg. of body weight from the earliest possible moment if 
weight loss and protein deficiency are to be prevented. 

The effects of pregnancy, fever, anemia, malnutrition, nephri- 
tis, nephrosis and thermal burns on the nitrogen requirements are 
indicated. 16 references. 1 table. 5 figures. 
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CASEIN IN THE LOCAL TREATMENT OF BURNS AND 
WOUNDS 


RAYMOND H. Curtis and JoHN H. BREWER 


Union Memorial Hospital, Baltimore, Md. 
Arch. Surg., 48:130-36, Feb. 1944 


Studies of various methods of treatment of burns led the 
authors to the conclusion that the ideal type of therapy would be 
the application of protein that would closely resemble human 
plasma protein and would be readily available and cheap. Further 
study indicated that the most satisfactory preparation is one made 
from casein. ‘The preparation used by the authors contains casein, 
30 gm., sodium lauryl sulfate 4 gm., 50 per cent sodium lactate, 
10 cc., sodium hydroxide, 0.7 gm. and water 140 cc. When these 
ingredients are mixed, dissolved and sterilized by autoclaving, the 
casein is converted into sodium caseinate, and the final product 
is ‘a clear light brown or amber liquid.’” ‘This preparation was 
found, by both in vitro and in vivo experiments, to be nontoxic 
to tissue cells. It has been used in the treatment of 165 cases of 
burns and 75 cases of wounds. As it was found that no protein 
solution will dry rapidly on the “weeping surface” of superficial 
burns, a film covering is used after the application of the casein 
solution; the most satisfactory film is one prepared from polyvinyl 
chloride. Before applying the casein solution to burns any loose 
necrotic tissue is removed; the solution is applied with a sterile 
wooden spatula to both superficial and deep burns; the film dress- 
ing and several layers of sterile gauze are placed over it. “Uhen an 
Ace bandage is applied to exert pressure. For burns of the face 
and in erythematous areas, the use of the film is not necessary, 
but in deeper burns the use of casein solution “plus flim” 1s 
indicated. 

Of the 165 cases of burns, 43 were severe enough to require hos- 
pitilization. Results with the dressing described were ‘most 
gratifying,” in both ambulatory and hospital patients. ‘There were 
5 deaths in the burned cases; in all of these cases more than 60 per 
cent of the body surface was involved and most of the burn was 
deep. However in 2 of these cases, death was due to concomitant 
injuries rather than to the burn; in 2 cases the patient died from 
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shock less than twenty-four hours after admission; in one case 
death was due to toxemia on the eleventh day. In cases treated 
promptly after the burn was received, infection developed under- 
neath the dressing in only 2 cases; infection also developed in one 
patient treated twelve hours after the burn; and in 2 patients 
admitted seventy-two hours after being burned and “grossly in- 
fected.” In the latter 2 cases the burned area was thoroughly 
cleansed before applying the casein solution. ‘The application of 
the solution to denuded areas may cause “stinging,” but after ap- 
plication is completed the pain of the burn is relieved. In several 
cases of severe burns requiring hospitalization, sulfadiazine was 
given by mouth, dosage being regulated by frequent determina- 
tions of the blood concentration. ‘The casein solution with the 
film has also been employed in the treatment of abrasions and 
chronic ulcers, to “‘support”’ skin incisions, and to cover small deep 
skin grafts and the donor site. 


MODIFIED NON-ADHERENT GAUZE PRESSURE TREAT- 
MENT FOR BURNS 


WALLACE MARSHALL and ELENA GREENFIELD 


Mobile, Ala. 
Am. J. Surg., 63:324 28, March 1944 


Describes a modification of the Koch, Mason and Allen com- 
pression treatment of burns, for which a new type of ointment 1s 
used. ‘This ointment contains 2 per cent allantoin with 5 per cent 
sulfanilamide and 5 per cent sulfathiazole; the preparation is water 
soluble. If the patient is ‘‘near”’ or in shock, the usual methods of 
treating shock are applied before any manipulation of the burn is 
attempted. As soon as possible the burned area is washed gently 
with “very mild” soap suds, then rinsed with sterile water. ‘This 
is followed by debridement of necrotic tissue and opening of blebs; 
this treatment is carried out with aseptic precautions. ‘The area 
is then dried by gentle pressure with sterile towels, without rub- 
bing. ‘The ointment is then applied to the burned area with a 
sterile wooden tongue blade; a “copious amount” is used. If it 
does not remain on the burned area, the ointment may be spread 
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on a thick sterile gauze pad applied directly to the wound. “Gentle 
but firm pressure” is then applied by bandaging, using roller band- 
ages if possible. If the burn involves an extremity this is splinted 
to secure complete rest. ‘The wound is redressed in a week. If 
any odor develops it can be overcome by placing a waxpaper roll 
around the bandage, and then applying gauze soaked in Dakin’s 
solution. Pain is promptly relieved by application of the ointment. 
The diet is supplemented by vitamin C, either in the form of 
orange juice (8 oz. daily) or ascorbic acid | gm. daily in divided 
doses. While the wound is not redressed for a week after the first 
treatment, subsequent changes of the dressing may be made within 
five days or so. ‘This method of treatment has been used in 12 
cases, but one patient was uncooperative and insisted on dressings 
being changed daily. In the other cases, the burned area healed 
well with no scars and with no necessity for skin grafting, although 
there were third degree burns in several instances. ‘The patients 
were comfortable, and all were ambulatory after the first week. 
As so small a series of cases has been treated by this method, the 
authors do not advocate it as ‘‘a proved method”; but they report 
their results with the hope that other surgeons will try this method 
and ‘formulate their own opinions. 

[The advantages of all such ointments over simple petrolatum 
third-degree burns.—Ep. | 


THE TOPICAL USE OF MEDICATED HUMAN PLASMA 
IN THE TREATMENT OF BURNS 


Metvin D. Assotr (Commander, M.C., U.S.N.) and 


Joun R. Geprert (Lieutenant, M.C., U.S.N.R.) 
U. S. Nav. M. Bull., 42:193-94, Jan. 1944 


Because the exudation of serum from a burned surface is re- 
garded as a “defensive and reparative mechanism,” a dressing for 
burns has been employed which consists of human plasma with 5 
per cent sulfanilamide and 2 per cent tragacanth, the latter being 
added to make the mixture “thick enough to facilitate applica- 
tion.” Before applying this dressing, the burned area is first 
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treated with soap and warm sterile water, then flushed with normal 
saline solution; vesicles are not opened. A thick layer of the 
plasma-sulfanilamide solution is applied over the entire area; this 
is covered with two thicknesses of gauze and then with waxed 
paper. The latter is secured to healthy skin with adhesive strips. 
A pressure bandage is rarely used. At the end of each twenty- 
four hours, a small portion of the adhesive is raised so as to intro- 
duce saline sufficient to “dampen” the burned area and the over- 
lying gauze. In the smaller burns a large needle and Luer syringe 
is used for this purpose, and in large burns a catheter is used. It 
is necessary to keep the dressing moist, but the author has not 
found it necessary to introduce additional plasma by this method. 
Dressings are not changed as a rule until the fifth day. In 12 
second-degree burns in 10 patients treated by this method, 
the shortest period of healing was four days, the longest seven 
days and the average five days. Infection developed in only one 
burned area when the patient removed the dressing on the second 
day; this infection was “easily eliminated.” ‘The results obtained 
were better than those obtained by the use of “any one of the many 
methods” employed in the last two years. Epithelization was rapid 
with minimal granulation, and the skin adjacent to the burned 
area remained normal in appearance. 

[It is uncertain whether this method has much advantage in 
third-degree burns.—Ep. | 
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52. Shock 


THE PLASMA PROTEINS IN SHOCK 
EpWaARp S. MILLS 


Montreal General Hospital, Montreal, Canada 


Canad., M.A.J., 50:24-29, Jan. 1944 


Hematocrit and plasma protein determinations were made on 
patients all but one of whom showed clinical evidence of shock; 
the one patient who showed no clinical evidence of shock had had 
a massive hemorrhage. In 13 patients who had had a massive 
hemorrhage, all showed a marked reduction in hematocrit values, 
and all but one a comparable reduction in plasma proteins. The 
one patient who showed no clinical evidence of shock had low 
plasma protein, while one of the patients “‘clinically in shock’’ had 
normal plasma protein. In 15 patients in which shock followed 
crushing injuries, the hematocrit and plasma protein values varied 
considerably. Only 3 showed hemoconcentration. ‘The plasma 
protein values did not parallel the hematocrit values as closely as 
in the patients with massive hemorrhage; in at least 7 cases there 
was no reduction of plasma proteins and the hematocrit values 
were normal in 4 of these. In 8 cases of shock following burns, 5 
showed high hematocrit values, even though the determinations 
were made days after the burn occurred. In general the degree of 
hypoproteinemia was out of proportion to the degree of hemocon- 
centration; this suggests that if a burn has been present more than 
a few hours plasma protein determinations are a better guide to 
infusion therapy than tests for hemoconcentration. In 6 patients 
in shock from perforation of the bowel, all but one of whom had 
been operated on, loss of plasma proteins was demonstrated more 
frequently than any change in blood volume. In patients in a state 
of shock following major surgical operations usually for carcinoma, 
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nearly all showed low plasma proteins, and very few any hemocon- 
centration, low hematocrit values being more frequently found. 
In 6 patients in shock from coronary thrombosis all but one showed 
a slight degree of hemoconcentration, but none any loss of plasma 
proteins. ‘These findings indicate that the question of shock is a 
complex one. The determination of both hematocrit and plasma 
protein values is necessary for the direction of infusion therapy in 
shock in regard to the type and amount of infusion fluid to be 
used. The falling drop method of Barbour and Hamilton has 
been found to be a simple and rapid, yet accurate method for the 
determination of plasma proteins, which is adapted for use in 
“time of war or disaster.” 


MODERN TREATMENT OF TRAUMATIC SHOCK 
ELMER L. DEGOwIN 


Iowa City, la. 


J. lowa State Med. Soc., Jan. 1944 


The author presents a comprehensive review of the modern 
treatment of traumatic shock. He emphasizes the fact that the 
condition is progressive and that the longer the patient is allowed 
to remain in shock, the more severe the degree of the condition, 
and the less likely will be the success of treatment. Variations 
from the so-called classic clinical picture of shock are mentioned. 
The most reliable single indicator of the condition of the patient 
is the level of the arterial blood pressure. However, a normal blood 
pressure value for one patient might be a shock level for a patient 
with hypertension. 

The application of heat to shocked patients has been exag- 
gerated. ‘The aim should be merely to cover the patient to pre- 
vent extensive loss of heat from the body by radiation. Pain 
should be relieved but medical officers must be cautioned against 
the use of excessive doses of morphine, which tends to deepen 
shock. A valuable practice is to inject intravenously 1/6 grain of 
morphine together with subcutaneous administration of a similar 
dose. ‘The administration of oxygen is usually advised. Injections 
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of desoxycorticosterone acetate or extract of adrenal cortex have 
not yet been proved valuable adjuncts. 

The most important single measure in the treatment of shock 
is restoration of the circulating blood volume. Intravenous dex- 
trose and saline should be used only when blood and plasma are 
not available. Plasma may be used to relieve shock, but relapse 
in hemorrhagic shock is more frequent than after transfusion of 
whole blood. ‘The average severely shocked patient requires four 
pints of plasma or whole blood. ‘Transfusions should be given at 
a fast rate, 40-50 cc. per minute. 

The treatment of shock in severe burns is discussed. ‘The 
methods of preparing and preserving plasma are described, as well 
as the preparation of human serum albumin solution, and other 
substances not derived from human blood such as pectin, isinglass 
and gelatin. ‘The status of the latter must be regarded as wholly 
experimental. ‘The preparations of choice for civil and war use 
are discussed as well as the enormous projects of the American 
Red Cross which plans to collect blood from 4,000,000 donors from 
metropolitan areas in this country for the use of the armed forces. 
The Blood Plasma Section of the Office of Civilian Defense has 
encouraged the formation of new blood banks and the extension 
of those already in existence to meet the possibility of air raids. It 
cannot be too strongly urged that each community make an at- 
tempt to be self-sufficient in this matter, because only in this way 
can a comprehensive state-wide and national project be built up. 
5 references. 


STUDIES ON TRAUMATIC SHOCK: I—~-BLOOD VOLUME 
CHANGES IN TRAUMATIC SHOCK 
Everetr Ipris Evans, M. J. Hoover, G. Watson James III, and 
‘THEODORE ALM 


Richmond, Va. 
Ann. Surg., 119:64-85, Jan. 1944 


Using the Gregersen-Gibson method for the estimation ot 


plasma-volume, in patients who have experienced various types of 
trauma, it was found that signs of severe shock do not ordinarily 
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appear unless the blood loss is greater than 15 per cent. ‘The 
average blood loss in severe traumatic shock has been about 38 
per cent, no matter what the nature of the trauma. From analysis 
of dye disappearance curves, the authors found no evidence of in- 
creased generalized capillary permeability in traumatic shock. 
From hematocrit studies, it is evident that what is lost early in trau- 
matic shock in the zone of injury is whole blood, not plasma. 

Severe depletion of blood volume appears to be the most im- 
portant single factor in the causation of traumatic shock. 

A decline in the blood pressure levels appears to be the most 
valuable clinical sign in the early diagnosis of clinical shock. 20 
references. 11 charts. 4 tables. 


BODY TEMPERATURE IN SHOCK 
R. DoucLas Wricut and JoHN Devine (Major, Australian Army M.C.) 


Univ. of Melbourne, Melbourne, Australia 


M. J. Australia, 31, pt.1:21-27, Jan. 8, 1944 


In a study of 19 patients in shock (traumatic shock in all but 
2), both rectal and oral temperatures were recorded. ‘The average 
oral temperature on admission to the hospital was 96.7° F., the 
average rectal temperature was 99.3° F. In one case in which the 
rectal temperature was 97.6° F., the patient had been exposed to 
a very low environmental temperature which had reduced the 
rectal temperature of an ambulatory patient to 97.8° F. The oral 
temperature is apparently fairly uniformly lowered in shock, but 
the rectal temperature is not lowered unless the patient is exposed 
to a low environmental temperature which also causes a drop in 
the rectal temperature of normal persons. In some cases of shock 
in which no external heat was applied, but the patient wrapped in 
blankets, the rectal temperature rose “ well above normal limits.” 
On the basis of these findings the authors conclude that heat should 
not be applied to patients in shock until the rectal temperature has 
been determined; repeated determinations of the rectal tempera- 
ture are necessary to prevent overheating; “shock cradles’ should 
be employed only under close supervision and probably should not 
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raise the air temperature above 90° F. If heat is to be used, facili- 
ties should be at hand to combat the loss of circulating blood that 
results from the change of peripheral vasoconstriction to peripheral 
vasodilation. 
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Shock. Eugene Haun, Knoxville, Tenn. J. Tennessee M.A., 37:57-61, 
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Continuous Sodium Pentothal in Cases Associated with Shock. Charles E. 
Fierst (Major, M.C., U.S.A.). Med. Ann. District of Columbia, 13:50-53, 
Feb. 1944. 


Pectin Solutions in the Treatment of Shock. Karl A. Meyer, Donald D. 
Kozoll, Hans Popper and Frederick Steigmann, Northwestern University 
Medical School, Chicago, Ill. Surg., Gynec. & Obst., 18:327-32, March 
1944. 
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53. Transfusions 


ADVAN TAGES OF A DISODIU M-CLT RATE GLUCOSE MIX- 
TURE AS A BLOOD PRESERVATIVE 


J. F. Loutirr and P. L. MOo.Luison 


South-West London Blood Supply Depot, London, England 
Brit. M. J., 2:744-45, Dec. 11, 1943 


A study of the survival of red cells after transfusion showed 
that a disodium-citrate glucose solution was superior to the 
standard triosodium-citrate-glucose used by London Blood Supply 
Depots for the preservation of living red cells. A mixture of 100 
cc. of 2 per cent disodium citrate (monohydric) and 20 cc. of 15 
per cent glucose was added to 420 to 430 cc. of blood as withdrawn 
from the donor. ‘This mixture can be autoclaved after prepara- 
tion without the formation of caramel. As it contains less citrate 
radical than the standard trisodium citrate solution, special care 
must be taken to ensure thorough mixing of the solution and the 
blood to avoid clot formation. With proper technique clot forma- 
tion can be almost entirely avoided. 
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tucky M.J., 42:15-23, Jan. 1944. 

Practical Points in Intravenous Therapy Technique. S. Gaines Stubbins, 
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54. Wounds 


IMMOBILIZATION AND INFREQUENT DRESSINGS IN 
THE TREATMENT OF WOUNDS AND INFECTIONS 


GrorGE A. FLEET and F. DouGLAs ACKMAN 


Montreal General Hospital, Montreal, Canada 


Canad. M. A. J., 50:109-18, Feb. 1944 


The method of immobilization and infrequent dressings is em- 
ployed at the Montreal General Hospital in all types of injuries, 
burns, and in certain types of infections, such as osteomyelitis. 
In trauma, treatment to combat shock and hemorrhage is neces- 
sary. Inhalation anesthesia is employed for the operative pro- 
cedures. ‘The first step in the treatment is enlargement of the 
wound, removal of any foreign bodies and excision of dead and 
badly traumatized tissue. If there is a fracture, this is reduced and 
fixation carried out as indicated. “The wound is then packed “from 
the depths outward” with gauze impregnated with 5 per cent oil- 
in-water emulsion of sulfathiazole. This packing may be pre- 
ceded by instillation of 5 to 10 per cent suspension of sulfathiazole 
crystals or microcrystals; this is not always done. ‘The excess of the 
packing covers the wound “with a thin layer of gauze”; this 1s 
covered with more gauze dressings impregnated with the sulfa- 
thiazole emulsion; then dry fluffed gauze and cotton waste are used 
to pad the whole area and form an elastic compressible dressing, 
“at least’ 3 to 4 inches thick. Plaster of Paris elastoplast bandages 
or similar material are used to form the occlusive dressing so as 
to produce “maximum fixation”; the joints proximal and distal 
to the wound are included. ‘The encasing plaster or bandage must 
be applied with sufficient pressure to prevent early loosening, but 
not sufficient to “embarrass” the circulation. Elevation of the 
part is desirable until drying of the plaster is complete and the 
circulation well established. 

In infected wounds or areas of infection, incisions for drain- 
age are made so as to involve minimal damage to vital structures; 
fascial planes should be incised so as to relieve tension, all “‘pocket- 
ing” is broken down; necrotic tissue and debris are excised as far 
as possible, and purulent contents of any abscess well evacuated. 
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A gauze pack soaked in the 5 per cent sulfathiazole emulsion is 
then placed “‘snugly” in the cavity and the ends used to cover the 
wound “thinly.” The rest of the dressing is the same as de- 
scribed for other wounds. Dressings are changed in an average 
time of three or four weeks; anesthesia is employed if necessary 
for changing dressings. In some cases changes are made even less 
frequently. If an offensive odor develops, as sometimes happens 
especially in wounds of the lower extremities, it has been found 
that this can be overcome by using a_ two-layered stockinet 
sheath filled with charcoal, which is drawn over the plaster. 

This method of treatment has been found to limit infection 
and favor healing. ‘The patient is much more comfortable than 
when dressings must be changed frequently. An added advantage 
of this method in wartime is saving of the time of the hospital 
staff and of materials that are often difficult to obtain. 


SOME USES FOR DRY COLD THERAPY, AND A 
PROPOSED COOLING CABINET 
W. G. BiceLtow (Captain, R.C.A.M.C.) and E. C. G. LANyon 
(Captain, R. E.) 
Brit. M. J., 1:215-17, Feb. 12, 1944 


Dry cold has been employed for the treatment of frost-bite and 
immersion foot. ‘The “rationale” of the treatment is the same in 
both conditions—to reduce the cell metabolism until the circulation 
can be returned to normal and sufficient oxygen can be supplied to 
the tissues to maintain cell metabolism at normal body tempera- 
ture. With frost-bite, the affected limbs should be placed in a 
cooling cabinet until circulation has been re-established and the 
edema has almost entirely disappeared. During this time the tem- 
perature of the cabinet should be increased gradually each day 
until room temperature is reached; this is a method of “controlled 
thawing.” Dry cold should also be used in the treatment of 
wounds of the extremities which have impaired the blood supply 
sufficiently to produce a danger of ischemic gangrene; in trau- 
matic arterial spasm, and in peripheral embolism. In all these 
conditions the purpose of cold therapy is to reduce the local tissue 
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metabolism until circulation can be restored. In these conditions 
the application of cold is used as an adjunct to other procedures 
indicated, such as anesthesia of the sympathetic nerve supply, 
sympathectomy, arteriectomy (in arterial spasm), embolectomy (in 
peripheral embolism), and the use of vasodilator drugs. As in these 
conditions, too low a temperature is not indicated, the apparatus 
used for cold therapy should include provision for temperature 
regulation. ‘The authors have devised a cabinet for the application 
of cold therapy to the extremities. ‘The cabinet is designed to ac- 
commodate two limbs if necessary; the slings for the limbs are sus- 
pended from a metal framework that is “integral with” the front 
panel of the cabinet; by detaching the front panel the limbs can 
be reached for observation or dressing without disturbing their 
position in the slings and with a minimum of trauma. ‘The cabinet 
is cooled by brine circulating in coils in the wall. The brine is 
cooled to a “predetermined” temperature in a reservoir by a sepa- 
rate refrigerating machine and pumped to the cabinet. ‘The tem- 
perature of the cabinet can be regulated by adjusting the flow of 
the brine, using a stopcock and a thermometer; these are placed so 
that the patient can “do his own adjusting.”” Several cabinets can 
be attached to the reservoir of brine at the same time, so that more 
than one patient can be treated. It has been determined experi- 
mentally that in order to maintain the cabinet temperature at 4 
to 6° C., the temperature of the circulating brine needs to be only 
0° C. to 2° C. Ina working model of this cabinet, designed to ac- 
commodate a hand and forearm, it was found that after two hours’ 
exposure to a cabinet temperature of “around 12° C,” as shown by 
numbness and the skin temperature, the temperature does not re- 
turn to normal for several hours after removal from the cabinet. 
The apparatus described is simple to operate and portable, and has 
been designed primarily ‘‘to meet the requirements of an army in 
the field.”’ 
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EPI THELIZATION AS AFFECTED BY NICKEL 
PECTINATE AND OTHER AGENTS 
JoserH E. HAMILTON 


Louisville, Ky. 


Surgery, 15:242-56, Feb. 1944 


The present study covers a period of four years during which 
time 65 wounds in 61] patients were dressed with nickel pectinate 
and as controls, 34 comparable wounds in 31 patients were treated 
with various bland agents, chiefly cod liver oil or ointment. In ad- 
dition controlled wound healing experiments were carried out in 6 
rabbits. An apparently satisfactory control method was employed 
in 22 cases, in which larger wounds nearly uniform throughout, 
were divided into two comparable areas, the one dressed with the 
experimental agent, the other with the control. 

Contrary to prevailing opinion, the author has found that 
nickel pectinate does not promote wound healing, but instead de- 
presses granulation tissue proliferation. By virtue of its property 
of keeping down “proud flesh,’’ nickel pectinate indirectly exerts 
a definite acceleration of epithelization (22 per cent reduction in 
healing time over such control agents as cod liver oil or foille). 
Hence it is contraindicated in the early stages of wound healing, 
but is an ideal dressing where epithelization is sought. 

Nickel pectinate is mildly antiseptic. Compared to cod liver 
oil ointment, it causes greater reduction in wound exudation and 
a marked reduction of the colony count. - Nickel pectinate is hemo- 
static to a certain point, in that it condenses and renders less vas- 
cular granulation tissue with which it comes in contact. 13 refer- 
ences. 7 figures. 2 tables. 


THE USE OF PHYTONCIDES IN THE TREATMENT 
OF WOUNDS 
I. V. ‘Toroptsev and A. G. FILaTova 
Am. Rev. Soviet Med., 1:244-50, Feb. 1944 
Phytoncides, the bactericides of plant origin, have been studied 
in Russia for many years; it has been demonstrated that onion and 
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garlic contain powerful bactericidal substances, and that vapors 
from freshly prepared onion or garlic pastes are bactericidal for 
many types of bacteria. ‘These phytoncides are ‘‘extremely vola- 
tile,’ so that the paste must be used immediately after preparation. 
These phytoncides are also rapidly lethal to protozoa, and the ac- 
tivity of onion paste may be tested by determining the lethal effect 
of its vapor on protozoa. In the treatment of wounds, the paste is 
prepared by grinding one or two onions, after removal of the peel; 
this paste is placed in a previously prepared dish or glass and ap- 
plied over the wound so that the wound is not in direct contact 
with the paste. It has been found that short chemical dishes are 
best suited for wounds of the upper extremities, Koch dishes for 
wounds of the thigh. ‘This treatment has been employed in a 
small series of patients, mostly with amputation stumps. ‘The 
paste is protected from any direct contact with the air by wrap- 
ping the stump in several layers of cotton. Vaporization is con- 
tinued for ten minutes, usually in two five-minute intervals, using 
paste of two onions, one for each application. ‘The wound is 
cleansed before each application and dressed after each treatment. 
Before the phytoncide treatment, all wounds showed “‘purulent in- 
flammation’’ and edema of the soft tissues; some of the patients 
complained of pain. After the first phytoncide treatment the 
wounds showed a healthier color and pain was often relieved. As 
treatment was continued, the edema disappeared, inflammation 
subsided and epithelization began. In cases in which epitheliza- 
tion did not advance as rapidly as usual, protruding ligatures or 
sequestra were found; their removal was followed by rapid heal- 
ing. (From Khirugia, 1943, No. 5-6:15-22.) 
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this disaster.) 
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wounds, abdominal wounds and gas gangrene.) 

Bacterial Flora of Fresh Accidental Wounds. W. A. Altemeier and E. W. 
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Industrial Injuries to Fingers. Joseph J. Toland, Jr., and Igho H. Korn- 
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Treatment of Battle Casualties and Street or Industrial Wounds of the 
Face. V. P. Blair, St. Louis, Mo. Surgery, 15:16-21, Jan. 1944. 


55: Military Surgery 


EXPERIENCES IN WAR SURGERY IN CHINA 
Paut E. ApotpH (Major, M.C., U.S.A.) 


Ann. Surg., 119:134-43, Jan. 1944 


Preoperative preparation of the patient is very important in 
war surgery. [he preoperative measure employed consisted, 
briefly in intravenous saline and glucose (used with discretion, no 
blood or plasma being available), rest, protein-rich diet, ascorbic 
acid, sulfonamides, specific treatment for intercurrent disease (par- 
ticularly malaria) and the delimiting tourniquet. Soap and water 
soon became the mainstay for cleaning up war wounds. If radical 
treatment is indicated it must be thoroughly radical. Partial ex- 
cision leaves a good culture medium for bacteria to grow in. This 
does not mean that intervention need be mutilating. Some se- 
verely infected cases responded to late excision through a moder- 
ately infected operative field without amputation. Plaster encase- 
ments should supersede the ordinary splint whenever possible. 

In most cases of fracture of the femur healing took place even 
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when the position of the fragments was not perfect. Amputations 
were necessary in a number of cases, but the use of the sulfona- 
mides materially lessened the number of cases requiring amputa- 
tion. In case of the slightest doubt it was found best not to ampu- 
tate and to rely on the sulfonamides. One of the most important 
factors in determining at what level to amputate was the type of 
prosthesis which was available. Most of the amputations done 
were of the flap type. The amputation stumps were not elevated 
and immobilized. 

In osteomyelitis of the pelvis the experience gained seemed to 
indicate wide excision, cleaning away of all sequestra and thorough 
packing. Prompt exploration is indicated where there is evidence 
of penetrating wounds of the abdomen. Hemorrhage from the 
liver may prove fatal. In cases of perforated intestine, the author 
is inclined to recommend closure with a single layer of carefully 
approximated silk or cotton suture. 

A chest exploration cannot be undertaken without an expert 
anesthetist. Sucking wounds of the chest could be taken care of 
with the simplest of facilities. Well localized empyema was dealt 
with by simple rib resection and drainage. Good results were ob- 
tained with the sulfonamides in gas gangrene even in the absence 
of antitoxic serum, and also in erysipelas. ‘The wound discharges 
are highly infective. 

From his experience in tetanus cases, the author feels more 
strongly than ever that elimination of the nidus of infection, even 
after the development of clinical tetanus is definitely indicated. 
The simplest form of anesthesia served best. Several interesting 
problems in special cases are discussed. 7 references. 


EARLY TREATMENT OF GUNSHOT WOUNDS OF THE 
FACE AND JAWS. CASE HISTORIES OF PATIENTS 
TREATED DURING WORLD WAR I 
V. H. KAZANJIAN 


Boston, Mass. 


Surgery, 15:22-42, Jan. 1944 


The treatment of facial injuries may be divided into two dis- 
tinct periods. ‘The first or early period, which covers the three to 
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four weeks following injury, is the most critical for the patient. 
This is the period of initial exhaustion, blood loss, pronounced 
sepsis, great pain and mental depression. ‘This is also the time at 
which alarming complications, such as broncho-pneumonia, sec- 
ondary hemorrhage, and general infections are most likely to occur. 
The differences between war and civilian injuries between gunshot 
and accidental injuries are noted. A careful study of a large series 
of cases has led the author to the following conclusions: 

(1) ‘The general care of maxillofacial cases is more effectively 
carried out with the patients segregated in a certain designated 
center or a section of the general hospital reserved for them. 

(2) All gunshot wounds are infected from the beginning and 
should be treated as such. 

(3) ‘There has been a natural temptation to suture external 
facial wounds as soon as the patient arrives, with the wrong as- 
sumption that this will prevent subsequent deformity. Early su- 
ture may block drainage and complicate the procedure for im- 
mobilization of the bone fragments. 

(4) Immobilization of mandibular fractures should be carried 
out within the first week or two after injury. Adjustment of dental 
splints is also less difficult at this stage. 

The most important preventive measures for secondary hemor- 
rhage are those used to control infection. A ward for jaw cases 
must be equipped with a special emergency tray consisting of rib- 
bon gauze, swabs, artery clamps, forceps, dental mouth mirror, 
head mirror, adrenalin chloride, hydrogen peroxide, and a novo- 
cain outfit. “The immediate stopping of the hemorrhage is accom- 
plished by syringing the mouth with hydrogen peroxide, cleaning 
the blood clots, and packing the wound with gauze saturated with 
hydrogen peroxide. <A specially devised surgical artery clamp 
helps to hold the packing in the floor of the mouth. Repeated 
hemorrhage of obscure origin and from lingual arteries cannot be 
controlled by packing and as soon as the patient recovers from 
shock operative treatment should be resorted to. When the pa- 
tient, in addition to the loss of soft tissue has suffered partial de- 
struction of teeth, alveolar processes and palate, it is absolutely 
necessary to replace these by prostheses before any measure of re- 
pair of the lips and cheeks is undertaken. ‘Transplantation of bone 
may be needed but should be delayed until all evidences of infec- 
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tion have subsided, soft tissues are free from dense scars and all 
necessary preparations for splinting of the jaw have been provided. 
1 reference. 25 figures. | 


SURGICAL CARE OF THE WOUNDED IN THE 
UNITED STATES ARMY 
NorMAN T. Kirk (Major General, Surgeon General, U.S.A.) 


Surgery, 15:211-23, Feb. 1944 


The high degree of mechanization and mobility in this war de- 
mands a thorough comprehension of the factors involved to per- 
mit adequate realization of the medico-military problems of ade- 
quate care of the wounded. ‘The first great obstacle in the admin- 
istration of ideal treatment is the time elapsing between the 
occurrence of the injury and the institution of treatment. As a 
result of the more destructive agents used in this war there is a 
higher incidence of severe injuries with increased tissue damage 
and shock. A program was planned with the view of utilizing 
every means possible to reduce to a minimum the time elapsing 
between the occurrence of injury and institution of treatment. 
‘Treatment of the wounded in the combat zone is therefore divided 
into two stages; 1.e., the primary phase of treatment and the more 
definitive or emergency surgical treatment. Each stage of treat- 
ment is provided by separate units with facilities designed for these 
respective purposes. ‘he primary phase consists of arrest of hem- 
orrhage, administration of sulfonamides, application of occlusive 
dressings and splints, and the institution of resuscitative measures 
necessary to make the patient transportable. ‘These are the urgent 
functions of the first and second surgical echelons which are com- 
prised of battalion-aid stations and collecting and clearing stations. 
The lightly wounded, whose injuries are such that treatment would 
permit immediate return to duty are cared for in these stations. In 
addition, patients with injuries requiring immediate operation to 
save life can be treated in reinforced clearing stations. Provisions 
for emergency surgery can be made by attaching to certain clear- 
ing stations surgical teams properly staffed and equipped. All 
other cases requiring emergency surgery are evacuated directly to 








QUARTERLY REVIEW OF SURGERY 401 








evacuation hospitals in the third echelon. This plan of evacuation 
must be regarded as a conveyance line along which the patient’s 
condition is carefully checked and procedures to save life or to 
render him transportable applied. As soon as feasible the patient 
is evacuated by litter to a collecting station which is located several 
hundred yards behind the battalion-aid station. At the collecting 
stations, the wounded are again inspected, bandages and splints are 
adjusted, tourniquets are loosened, and dressings are changed if 
necessary. Additional plasma is administered in cases with threat 
of shock. As soon as it is determined that the patient is transport- 
able, he is evacuated to the clearing station, which is usually a few 
miles farther to the rear. This is usually accomplished by ambu- 
lance, but may also be done by converted jeep or truck or by litter. 
The clearing station is equipped to give more elaborate supportive 
therapy, but no actual surgery is performed here unless urgently 
indicated. ‘The casualties are critically examined and classified 
in the receiving department or triage. 

Patients in shock or impending shock are sent to the shock sec- 
tion. Certain types of wounds, such as head wounds, sucking 
wounds of the chest, and abdominal wounds are given priority in 
evacuation to the hospital unless immediate surgery is imperative 
to save life. All other wounded are then evacuated to the nearest 
hospital staffed and equipped to perform adequate surgical treat- 
ment which in most instances is the field or evacuation hospital: 

- At the evacuation hospital the first phase of definitive surgery 
begins. ‘Ihe patient must be evacuated to a general hospital as 
soon as his general condition permits transportation. The dangers 
of primary closure of the wound under these conditions are ob- 
vious and the soundness of the principle of leaving war wounds 
open after débridement becomes evident. Every war wound must 
be regarded as potentially infected and its conversion into a clean 
wound is essential. A stimulating or “booster” dose of tetanus 
toxoid is routinely administered. No case of tetanus has developed 
in American soldiers properly immunized who have received these 
tetanus toxoid injections. 

The author proceeds to discuss certain distinctive procedures 
applicable to special types of regional wounds, including maxillo- 
facial wounds, chest wounds, abdominal wounds, peripheral vas- 














402 QUARTERLY REVIEW OF SURGERY 








cular injuries and injuries of the bones and joints. It is empha- 
sized that all emergency amputations should be performed at the 
lowest level possible which permits removal of all devitalized and 
contaminated tissue regardless of the stump length. ‘The treat- 
ment of burns is briefly mentioned. 

In this description of the program of medical care and evacua- 
tion of the wounded in the forward echelons, the patient has been 
brought from the very front line of battle, where he received the 
primary phase of treatment, to a hospital a few miles to the rear 
where he received the more definitive or emergency surgical treat- 
ment. Less than ten hours have elapsed. Many of the patients 
are sent from the general hospital to convalescent centers where 
they are reconditioned for duty. If the patient’s injury precludes 
his return to duty or will require prolonged hospitalization, he is 
prepared for evacuation to this country. The wounded evacuees 
arrive at ports of debarkation and are received at near-by general 
hospitals where they are classified according to the character of in- 
jury and sent in hospital trains to general hospitals in the interior. 

The Army Medical Department has 48 of these general hos- 
pitals in operation and provisions for 11 more. All specialized 
fields of medicine and surgery are represented. Also a number of 
these hospitals have been designated as specialized centers for treat- 
ment of patients with conditions requiring a high degree of spe- 
cialization. ‘Thus there are 5 centers for chest surgery, 5 for 
plastic and ophthalmologic surgery, 5 for amputations, 16 for neu- 
rosurgery, 2 for vascular surgery and two each for rehabilitation of 
the blind and deaf. As far as possible, the patients are sent to the 
appropriate hospital nearest their home. 


PREOPERATIVE MEASURES USED IN WAR SURGERY 
IN CHINA WITH SPECIAL REFERENCE TO 
THE DELIMITING TOURNIOUVET 
Paut E. Avotpnw (Major, M.C., U.S.A.) 

Ann. Surg. 119:246-52, Feb. 1944 


The author describes his experiences with methods for im- 
proving the condition of our casualties in China, especially with 
regard to shock, exhaustion, malnutrition, infection, intercurrent 
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disease, toxemia and gas gangrene. The role of intravenous fluids, 
rest, protein-rich diet, ascorbic acid, sulfonamides, specific treat- 
ment for intercurrent disease, and the delimiting tourniquet are 
discussed and an illustrative case is presented. 

There appear to be two principal indications for the delimit- 
ing tourniquet. ‘There is sometimes the need for preoperative 
improvement before subjecting the patient to amputation. Fur- 
thermore there is the inevitable delay in getting the severely toxic 
casualty to a hospital. ‘The tourniquet is applied distal to the an- 
ticipated level of amputation but sufficiently proximal to the dis- 
eased part that it is well above any area of infection. A brief sum- 
mary of a case in which the delimiting tourniquet was used for a 
gunshot wound is presented, to illustrate the usefulness of this 
procedure. It is, of course, necessary to see that the delimiting 
tourniquet is not released until the amputation is performed. This 
is contrary to the U. S. Army directives which refer, however, to 
the control of hemorrhage. ‘The uses of the tourniquet for control 
of toxemia belongs in another category. When the delimiting 
tourniquet is applied it should be extensively covered with ad- 
hesive tape appropriately labeled to indicate that it is not to be 
removed. Reapplication of the delimiting tourniquet every 
24 hours at a slightly higher level each time, until amputation 1s 
performed is recommended. Possibly tightening the tourniquet 
in situ might have the same effect. In reapplying the tourniquet, 
the old tourniquet is left in place until another tourniquet has 
been applied proximal to it. It is applied as tightly as possible. 
Morphine should be administered beforehand to prevent pain for 
the first hour or two. 

Conservative measures with delayed amputation or no amputa- 
tion at all gave best results in cases of gas gangrene. Sulfanilamide 
was administered intravenously the first day in the serious cases 
after which it was given orally. This treatment rendered amputa- 
tion unnecessary in half of the cases and made a more conservative 
amputation possible in others. 11 references. 1 figure. 
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lesions, 351* 
BRAIN 
—cerebral arteriography, 269 
abscess: 
recognition and 
abscess, 270* 


treatment of brain 
injuries: 

‘management of post-traumatic epilepsy, 
270* 

tumors: 

-metastatic brain tumor with 
genic carcinoma as_ the 
source, 295* 

BREAST 

surgery: 

free transplantation of nipples and ar 
eolae, 284* 

BRONCHI 
cancer—See Lungs, cancer. 
BRONCHIECTASIS 
—pseudobronchiectasis, 295* 
BRONCHOSCOPY 

—death from embolism following bron- 

choscopy, case report, 287 
BURNS 

—burns incident to war, measures for 
their prevention and for treatment, 
385* 

—physiologic problems of burns, 385* 

complications: 

—oral sodium lactate in the treatment of 
burn shock, 386* 

—problem of nutrition in presence of ex- 
cessive nitrogen requirement in ser- 
iously ill patients with particular re- 
ference to thermal burns, 380 

—plastic repair of extensor hand con- 
tractures following healed deep sec- 
ond degree burns, 379 


broncho- 
primary 
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treatment: COLON 
—casein in the local treatment of burns —non-specific granuloma of the colon, 
and wounds, 382 327* 
early treatment of burns, 385* cancer: 


-modified non-adherent gauze 
treatment for burns, 383 
rehabilitation following severe burns, 
experiences with victims of the Bos- 
ton night club fire, 385* 
—repair of the burned hand, 378 
—report on the management of burns 
using the occlusive compression dress- 
ing, with sulfathiazole emulsion, 374 
topical use of medicated human plasma 
in the treatment of burns, 384 
treatment of burns, 385* 
treatment of burns, a symposium, 386* 
-treatment of burns and other extensive 
wounds with special emphasis on the 
transparent jacket system, 373 
CANCER—See also under name of organs 
and tissues. 
carcinoma in 
268* 
cervical lymph node metastases as the 
first symptom of cancer, 266 
significance of supraclavicular signal 
node in patients with abdominal and 
thoracic cancer, a study of one hun- 
dred and twenty-two cases, 299 
CASEIN 
casein in the 
wounds, 382 
CATGUT 
wound disruption and catgut allergy, 
an experimental and clinical study, 
with a review of the literature, 260 
CEEPRYN 
ceepryn, clinical 
studies, 260 
CERVIX UTERI 
cancer: 
carcinoma of the cervix 
operation, 343 
CHEMOTHERAPY—See 
CHEST—See Thorax 
CHOLECYSTITIS 
acute cholecystitis, 329 
cholecystitis, its diagnosis 
ment, 335* 
CHYLOTHORAX 
chylothorax, 291* 
CIRCULATION 
studies on traumatic shock blood vol- 
ume changes in traumatic shock, 388 
THERAPY—See 
frigeration. 
some uses for cold therapy and a pro- 
posed cooling cabinet, 393 


pressul e 


routine naval practice, 


treatment of burns and 


and __ bacteriological 


the Wertheim 


Sulfonamides. 


and _treat- 


COLD also Anesthesia, re- 


COLEY’S TOXINS—See Sarcoma 
COLITIS 
surgical treatment of ulcerative colitis, 
$22 


—carcinoma of the large intestine, 327* 

surgery—See also Colitis; Colostomy 

—succinylsulfathiazole (sulfasuxidine) and 
the elimination of the Mikulicz oper- 
ation, 327* 

tumors: 

—errors in the diagnosis of neoplastic le- 
sions of the rectosigmoid and colon, 
$27* 

COLOSTOMY 

--elimination of abdominal colostomy 
and other intestinal fistulas, 326 

—improved technic for the closure of a 
loop colostomy, 324 

COMMON BILE DUCT 

—management of injuries to the common 

bile duct, 333 
COTTON 

—cotton suture material, importance of 

surgical principles, 258 
CURARE 

—use of curare in anesthesia 

other clinical purposes, 247 
CUSHING SYNDROME 

—surgical removal of adrenal adenoma 

with relief of Cushing syndrome, 300 
DEATHS 

postoperative: 

—technical improvements and a decline 
in postoperative mortality, 240 

DERMOIDS 

—presacral dermoid, case report, 268* 
DIAPHRAGM 

—absence of half the left diaphragm, 
case report, 299* 

—right traumatic diaphragmatic hernia, 
299° 

DICOU MARIN 

—application of dicoumarin (3.3-methy- 
lene - bis- | 4-hydroxycoumarin]) in 
trauma and gangrene, 371 

DICUMAROL 

—dicumarol therapy in thrombotic emer- 
gencies, 257* 

—use of dicumarol in surgery, 254 
DREPANOCY TOSIS—See Sicklemia. 
DRESSINGS 

surgical: 

—use of moss as a surgical dressing, 259 
DUCTUS ARTERIOSUS 

—complete surgical division of the patent 
ductus arteriosus, a report of four- 
teen successful cases, 296 

DUCTUS BOTALLI 
aneurysm of the ductus 
surgical problem, 298* 


and for 


Botalli as a 
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DUODENUM 


surgery: 

—annual report on surgery of the stomach 
and duodenum for 1942, 304 

—bacteriologic aspects of gastric contents 
in the presence of surgical lesions of 
the stomach and duodenum, 316* 

ulcer—See also Gastroduodenal Ulcer. 

—acute perforated duodenal ulcer, 309 


ELBOW 

—capsulectomy for relief of flexion con- 
tractures of the elbow following frac- 
ture, 366* 

dislocation: 

—reduction and after-treatment of pos- 
terior dislocation of the elbow with 
special attention to the _ brachialis 
muscle and myositis ossificans, 360* 


EMBOLISM 
—death from embolism following bron- 
choscopy, 287 
—postoperative pulmonary embolism, sta- 
tistical analysis of cases during 1940 
in St. Anthony’s Hospital, Chicago, 
249 
—problems of postoperative thrombophle- 
bitis and pulmonary embolism, 251 
—treatment of arterial embolism of the 
extremities, a three-phase division, 
344 
EMPYEMA 
—revised technic for the 
empyema, 289 
ENDOMETRIOSIS 
—endometriosis of the sigmoid causing 
intestinal obstruction, 327* 
EPILEPSY 
—management of post-traumatic epilepsy, 
270* 
ESOPHAGUS 
—foreign bodies in the esophagus and 
lower respiratory tract, 298* 


treatment of 


fistulas: 
—tracheo-esophageal fistula, report of a 
case, 295* 
ETHER 
—removal of ether vapour during anaes- 
thesia, 245 
—use of sodium pentothal with nitrous 
oxide-oxygen-ether anesthesia, 248* 
EXPLOSIONS 
—high explosive fragments, their fate in 
the human body, 404* 
—Norfolk explosion disaster, 396* 
EYE 
infections: 
—postoperative endogenous infection of 
the eye with recovery, 266* 
EYELIDS 
—transconjunctival — sliding-graft tech 
niques for eyelid reconstruction, 284* 





FACE—See also Prostheses. 

deformities: 

—repair of bony and contour deformities 
of the face, 284* 

—some deformities of the face and their 
correction, 284* 

injuries: 

—early treatment of gunshot wounds of 
the face and jaws, case histories of 
patients treated during World War I, 
398 

—treatment of battle casualties and street 
or industrial wounds of the face, 
397* 

paralysis: 

—plastic surgery in facial paralysis with 
modifications in technic, 283* 

FEMUR 

—experimental increased blood supply to 

the head and neck of the femur, 362* 


fractures: 
—blade-plate internal fixation for inter- 
trochanteric fractures, 352 pi 
—combination of nail and screw for the 
fixation of fractures of the neck of 
the femur, 358* 

—treatment of intertrochanteric fractures 
of the femur, 355 

—treatment of war fractures of the femur, 
351 


tumors: 
—giant cell tumor of the lower femur, 
267* 
FIBRIN 
—fibrin fixation of skin transplants, 279 
FINGERS 
fractures: 
—compound fractures of the fingers, 356 
injuries: 
—immediate skin grafts on finger injuries, 
283* 
—industrial injuries to fingers, 397* 
FOREIGN BODIES 
—foreign bodies in the esophagus and 
lower respiratory tract, 298* 
—high explosive fragments, their fate in 
the human body, 404* 
—practical method of localization and re- 
moval of foreign bodies, 261* 
—thorascopic removal from the chest of 
a broken anesthetic needle 288* 
FRACTURES—See also names of individual 
bones. 
—delayed reduction of fractures, 353 
—different uses for the walking stirrup, 
358* 
—fracture of tibia and fibula treated by 
T and G bone plate, 358* 
—how to improve the treatment of frac- 
tures, 357* 
—treatment of compound fractures aboard 
a hospital ship, 358* 
—wartime fractures in the Navy, 358* 











march: 
march fracture, report of a case involv- 
ing both fibulae, 358* 
march fractures, 358* 
GALLBLADDER 
polyposis of the gallbladder, report of 


a case diagnosed preoperatively by 


roentgenological examination, 335* 
cancer: 
carcinoma of the gallbladder, a clinical 
and pathologic study, 335* 
surgery—See also Cholecystitis. 
—gallbladder disease, 330 
valvular cholecystogastrostomy, 335* 
GALLSTONES 
—frequency and future of gallstones be- 
lieved to be quiescent or symptom- 
less, 335* 
GAS GANGRENE 
penicillin in gas gangrene, 266* 
GASTRECTOMY 
—total gastrectomy, splenectomy, resec- 
tion of the left lobe of the liver, 
omentumectomy and colectomy upon 
one patient in one operation, 307 
GASTRODUODENAL ULCER 
—peptic ulcer, 316* 
hemorrhage: 
—familial peptic ulcer hemorrhage, 311 
perforation: 
—perforation of gastric and duodenal 
ulcers, a series of 312 cases, 310 
surgery: 
—which peptic ulcers should be operated 
upon, 311 
GASTROENTEROLOGY 
gastroenterology, a review of the litera- 
ture from July 1942 to July 1943, 
302* 


GASTROENTEROSTOMY 


—simple, useful anterior gastroenteros- 
tomy, 305 
GASTROINTESTINAL TRACT 
cancer: 
-diagnostic value of blood studies in 


malignancy of the 
tract, 302* 
gastrointestinal malignancies, 316* 


gastrointestinal 


tumors: 
-lymphosarcoma of the gastrointestinal 
tract, report of twenty cases, 301 


GRAFTS—See also Bone Grafts; Skin 
Grafts. 
-transconjunctival — sliding-graft —_ tech- 


niques for eyelid reconstruction, 284* 
HAND 


injuries: 

—plastic repair of extensor hand contrac- 
tures following healed deep second 
degree burns, 379 

—repair of the burned hand, 378 

HEAD 


injuries—See also Brain, injuries 
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—sedation in patients with acute head in- 
jury, 268 
—technic for building head cast fracture 
appliances from coat hangers, 276* 
HEART 
surgery—See Ductus Arteriosus. 
HEMATOMA 
—subscapular ossified hematoma, case re- 
port, 350* 
HEPARIN 
—prolonged anticoagulant action of he- 
parin in a beeswax mixture, 253 
HERNIAS 
—hernias, 
303* 
inguinal: 
—right inguinal hernia following lower 
abdominal incisions, report of thirty- 
one cases, 303* 
—vermiform appendix in inguinal hernial 
sac, a report of 3 cases, 303* 


report of two unusual cases, 


HIP 
—mechanical external fixation of the hip 
joint, 366* 
—role of aseptic bone necrosis in hip 
lesions, 362* 
—simplified surgical approach to the hip, 
364 
—tabetic arthropathy of the hip, case re- 
port, 366* 
dislocations: 
—complicated traumatic 
the hip, 366* 
tuberculosis: 
—tuberculosis of bursa in the region of 
the hip joint, 366* 
HUMERUS 
fractures: 
—fracture of the lesser tuberosity of the 
humerus, 358* 
HYPOPROTEINEMIA~—See Proteins. 
HYSTERECTOMY 
—carcinoma of the cervix, the Wertheim 
operation, 343 


dislocations of 


ILEITIS 
—regional ileitis, management of com- 
bined involvement of distal ileum 


and distal colon, 318* 


ILEOSTOMY 
—simple apparatus for care of an ileos- 
tomy wound, 317 
ILEUM 
—mesenteric thrombosis of the terminal 
ileum, 318* 


INDUSTRIAL SURGERY 
—industrial injuries to fingers, 397* 
—medicine in wartime industries, 404* 
—rapid rehabilitation in the shipbuilding 
industry, 396* 
INFECTION 
—skin as a source of systemic infection, 
265* 
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INTERCOSTAL NERVES 
—postoperative pain following total pneu- 
monectomy, its prevention by crush- 
ing the intercostal nerves at the time 
of operation, 294 
INTESTINES 
diverticula—See Meckel’s Diverticulum. 
obstruction: 
--intestinal obstruction, 328* 
—nonmalignant intestinal 
327 
—prolonged intubation suction and de- 
ferred or delayed surgery in treat- 
ment of multiple adhesive obstruc- 
tions of the small intestines, $28* 
INTRAVENOUS THERAPY 
-practical points on intravenous therapy 
technique, 391* 
INTRAVERTEBRAL DISKS—See Spine. 
INTUSSUSCEPTION 
—enteroenteric intussusception, 318* 
JEJUNUM 
—delusive calm following jejunal rupture 
by nonpenetrating abdominal trau- 
ma, 318* 
cancer: 
—primary adenocarcinoma of the jejunum 
with intussusception, case report, 
318* 
tumors: 
—multiple adenomas of the jejunum, case 
report, 318* 
KIDNEY 
calculus: 
—bilateral 
341* 
surgery—See also Nephrectomy 
—conservative plastic operations on the 
kidney, 342* 
—surgery of the 
kidney, 341* 
tumors: 
—roentgen therapy of Wilms tumor, 342* 
KNEE 
—gangrene complicating fractures about 
the knee, 358* 
—use of special views in roentgenography 
of the knee joint, 366* 
LARYNGECTOMY 
—mechanism of the esophageal voice fol- 
lowing laryngectomy, 276* 
LEVINE TUBE 
—new technique for using the Levine 


tube in biliary intestinal anastomosis, 
334 


obstruction, 


renal lithiasis, case report, 


congenital anomalous 


LIP 

cancer: 

—cancer of the lip, a study of fifty-six 
five-year cases, 275 

injuries: 

—simplified method of rotating skin and 
mucous membrane flaps for complete 
reconstruction of the lower lip, 284* 


LIPOSARCOMA 

—liposarcoma, the malignant tumor of 

lipoblasts, 268* 
LIVER 

—case of hepatoptosis simulating intra- 
abdominal tumor, 335* 

—new aid in control of hemorrhage in 
severe damage to the liver, transfu- 
sions of blood fortified by admin- 
istration of vitamin K to donors, 
$35° 


abscess: 
—pyogenic liver abscess in the aged, 335* 
diseases: 
—peritoneoscopy in liver disease, 303 
surgery: 
—hepatoma in infancy and childhood, dis- 
cussion and report of patients treated 
by operation, 336* 
LOBECTOMY 
—lobectomy 
292 
LUNGS 
—anomalous pulmonary veins, 295* 
cancer: 
—metastatic 


in pulmonary tuberculosis, 


broncho- 
primary 


brain tumor with 
genic carcinoma as_ the 
source, 295* 

—morphology of primary carcinoma of 
the human lung, summary and dis- 
cussion of the pathologic anatomy in 
45 cases, 295* 

—obstructive emphysema and _ atelectasis 
in the same lung resulting from 
bronchogenic carcinoma, 295* 

—primary carcinoma of the lung, 295* 

—total pneumonectomy for metastatic 
uterine carcinoma, 295* 

postoperative complications: 

—postoperative pulmonary 
248 

surgery—See also Lobectomy; Pneumon- 
ectomy 

—lead buttons for intrapulmonary local- 
ization, 288* 

—new trends and results in surgical 
therapy of pulmonary suppuration, 
291 

LYMPHOSARCOMA 
—lymphosarcoma of the gastrointestinal 
tract, report of twenty cases, 301 
MACRODACTYLY 
—macrodactyly, case report, 362* 
MANDIBLE 

—bone grafts to the mandible, 283* 

fractures: 

—fracture of the condyle of the mandible, 
276* 

—fractures of the mandible, 276* 

MAXILLA 
injuries: 
—makxillo-facial injuries, 276* 


atelectasis, 
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MECKEL’S DIVERTICULUM 
—regional enteritis involving Meckel’s di- 
verticulum, perforation of the diver- 
ticulum with fistula formation, 318* 
—roentgen demonstration of Meckel’s di- 
verticulum, 318* 
MEDIASTINUM 
tumors: 
—hemangioma of the mediastinum, 295* 
—mediastinal lipoma, 295* 
MEGACOLON 
-dyschezia and megacolon, 327* 
METACARPUS 
fractures: 
—simple fractures of the metacarpal dia- 
physes, 358* 
MIKULICZ OPERATION — See Colon, 
surgery. 
MORTALITY 
surgical—See Deaths, postoperative. 
MOSS 
—use of moss as a surgical dressing, 2! 
MYELOMA 
—multiple myeloma first discovered in 
the mandible, case report, 267* 
NAPHTHOCAINE 
—use of naphthocaine as a local anes- 
thetic in ophthalmology, 247* 
NECK 
—thymic cyst of the neck, report of a 
case, 267*, 276* 
NEPHRECTOMY 
—effects of unilateral nephrectomy in 
treatment of hypertension, 342* 
NERVES 
injuries: 
plasma clot suture of nerves, illustrated 
technique, 272 
—principles of treatment in peripheral 
nerve injuries, 273 
-surgical treatment of peripheral nerve 
injuries, 274* 
NEURALGIA 
trigeminal: 
trigeminal neuralgia and related con- 
ditions, 274* 
NICKEL PECTINATE 
-epithelization as affected by nickel pec- 
tinate and other agents, 395 
NIPPLES 
—free transplantation of nipples and 
areolae, 284* 
NITROUS OXIDE 
—use of sodium pentothal with nitrous 
oxide-oxygen-ether anesthesia, 248* 
OMENTUM 
—traumatic cyst of the lesser omentum, 
case report, 302* 
OSTEOCHONDRITIS 
—osteochondritis dissecans, 362* 


wt 
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OSTEOMYELITIS 
—sulfonamides in the treatment of 
chronic osteomyelitis, 360 
OSTEOTOMY 
—lateral osteotomy, anatomical consider- 
ations, 276* 
OVERHEAD SUPPORT 
—modified overhead support for post- 
operative use, 261* 
PANCREAS—See also Pancreatitis. 
surgery: 
—pancreatic calculi, report of seven cases 
in two of which cure was effected 
by pancreaticolithotomy, 339* 
—subtotal pancreatectomy for hypogly- 
cemia, 339* 
—surgery of the pancreas, 336 
—total pancreatectomy for hyperinsulin- 
ism due to an islet-cell adenoma, sur- 
vival and cure at sixteen months 
after operation, presentation of met- 
abolic studies, 338 
PANCREATITIS 
acute hemorrhagic pancreatitis, a new 
etiological concept and case report, 
339* 
PECTIN 
—pectin solutions in the treatment of 
shock, 390* 
PELVIS 
tuberculosis: 
—roentgen therapy of pelvic tuberculosis 
in the female, 344* 
tumors: 
—urinary tract changes with benign pelvic 
tumors, 342* 
PENICILLIN 
-penicillin in gas gangrene, 266* 
—treatment of intracranial infections 
with penicillin, 265* 
PENIS 
—Peyronie’s disease or plastic induration 
of the penis, 342* 
PENTOTHAL SODIUM—See also Anesthe- 
sia, intravenous 
—use of sodium pentothal with nitrous 
oxide-oxygen-ether anesthesia, 248* 
—pentothal sodium, range of usefulness, 
complications and their management, 


237 
PEPTIC ULCER—See Gastroduodenal 
Ulcer. 


PERICARDITIS 
—acute metastatic suppurative pericar- 
ditis, two-stage pericardiostomy with 
recovery, 298* 
—constrictive pericarditis, classic type 
with pericardiectomy, 298* 
—constrictive pericarditis, an atypical 
case, extreme ascites, cure by peri- 
cardiectomy, 298* 
PERITONEOSCOPY 
—peritoneoscopy in liver disease, 303 
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PHALANGES 

injuries: 

-celluloid splint in traumatic amputa 
tion of distal phalanges, 371* 

PHALANX 

-epidermoid (squamous epithelial) bone 

cyst of phalanx, 267* 
PHEMEROL 

—clinical and _ bacteriological study of 
phemerol as a skin antiseptic, 261* 

—phemeride, a new antiseptic, detergent, 
265 

PHY TONCIDES 

—use of phytoncides in the treatment of 

wounds, 395 
PITRESSIN 
—pitressin as a hemostatic agent in trans- 
urethral resection, 342* 
PLASMA—See also Blood Transfusion. 
—topical use of medicated human plasma 
in the treatment of burns, 384 
PLASMA CLOT SUTURE 

—plasma clot suture of nerves, illustrated 

technique, 272 
PLASTIC SURGERY-—See also Prostheses; 
Skin Grafts 

—plastic repair of scar contractures, 278 

—plastic surgery in combat and civilian 
communities, 283* 

-symposium on plastic surgery, planning 
the reconstruction, 281 

PNEUMOLYSIS 

—serious hemorrhage during closed in 

ternal pneumolysis, 295* 
PNEUMONECTOMY 

—postoperative pain following pneumon 
ectomy, its prevention by crushing 
the intercostal nerves at the time of 
operation, 294 

—postoperative pain following total pneu- 
monectomy, its relationship to post 
operative care and to certain post 
operative complications, 293 

total pneumonectomy for metastatic 
uterine carcinoma, 295* 

PRESSURE DRESSINGS—See Burns, treat- 
ment. 
PROSTATE 

—medical and surgical care of hyper 
trophy and cancer of the prostate, 
340 

—technique of prostatic biopsy, 342* 

calculus: 

-course of the prostatic ducts and the 
anatomy, chemical and x-ray diffrac 
tion analysis of prostatic calculi, 
341* 

cancer: 

—development of cancer of the prostate 
following prostatectomy, 342* 

surgrey: 

—pitressin as a hemostatic agent in tran 
surethral resection, 342* 


PROSTHESES 

—extra-oral facial prosthesis, 277 

—prosthetic face reconstruction, 283* 

—sculpturally molded synthetic implants 
in plastic surgery, 283* 

—use of acrylic and elastic resin pros 
theses for facial deformities, 278 

PROTEINS 

—hypoproteinemia, the clinical relation- 
ship of proteins and the protein 
metabolism to therapy with special 
reference to surgery, 257* 

—parenterally administered amino acids 
as a source of protein in man, 257 

—plasma proteins in shock, 386 

—problem of nutrition in presence of ex 
cessive nitrogen requirement in se- 
riously ill patients with particular 
reference to thermal burns, 380 

—protein deficiency in surgical patients, 
256 

PYLORUS 

stenosis: 

—hypertrophic pyloric stenosis in adults, 
report of two cases, 315 

—right rectus gridiron incision in con 
genital hypertrophic pyloric stenosis, 
$17°® 

RADIATION THERAPY~—See also Roent- 
gen Rays, therapy. 

-treatment of retinoblastoma, radiation 
therapy supplementing surgical treat- 
ment, 267* 

RECTOSIGMOID 

—rupture of the rectosigmoid by com- 

pressed air, case report, 327* 
RECTUM 

—tuberculosis of the rectum, report of a 
case, $27* 

cancer: 

-carcinoma of the rectum, conclusions 
based on 12 years’ experience with 
combined abdominoperineal _ rese¢ 
tion, 326* 

REFRIGERATION—See Anesthesia, refrig- 
eration. 
RESIN 

—use of acrylic and elastic resin pros 

theses for facial deformities, 278 
RETINOBLASTOMA 

—treatment of retinoblastoma, radiation 
therapy supplementing surgical treat- 
ment, 267* 

ROENTGEN RAYS 

diagnosis: 

—fluoroscopic signs of posterior-wall 
tumors of the stomach, especially 
those signs developed by palpatory 
pressure, a study, 316* 

—polyposis of the gallbladder, report of 
a case diagnosed preoperatively by 
roentgeonological examination, 335* 

—roentgen demonstration of Meckel’s di 
verticulum, 318* 
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spondylolisthesis, a general considera 
tion with emphasis on radiological 
aspects, 270 

-survey film diagnosis of acute surgical 
abdomen, 302* 

use of special views in roentgenography 
of the knee joint, 366* 

therapy: 
—roentgen therapy of pelvic tuberculosis 
in the female, 344* 
—roentgen therapy of Wilms tumor, 342* 
SARCOMA—See also Liposarcoma; Lym- 
phosarcoma. 

Coley’s mixed toxins of erysipelas and 
prodigiosus, report of two cases of in- 
operable sarcoma treated by Coley’s 
method, 267* 

SCAPHOID 
fractures: 
—fracture of the carpal scaphoid, a study 
of 10 cases, 358* 
fresh fractures of the carpal scaphoid, 
$58* 
SCARS 
plastic repair of scar contractures, 278 
SEDATIVES 
—sedation in patients with acute head 
injuries, 268 
SEMINAL VESICLES 
cystomyoma of the seminal vesicle, 342* 
SHOCK 

-afferent vasodepressor nerve impulse as 
a cause of shock, treated experi- 
mentally by aortic-depressor nerve 
stimulation, 390* 

biochemical studies of shock, oxygen 
consumption of liver and kidney tis- 
sue from rats in hemorrhagic shock, 
390* 

biochemical studies in shock, role of 
the liver and hepatic circulation in 
the metabolic changes during hemor- 
rhagic shock in the rat and cat, 390* 

biochemical studies in shock, role of 
the peripheral tissues in the metab- 
olism of protein and carbohydrate 
during hemorrhagic shock, 390* 

—body temperature in shock, 389 
—continuous sodium pentothal in cases 
associated with shock, 390* 

critical examination of the factors 
underlying blood donor syncope and 
their bearing on the treatment of 
surgical shock, 391* 

—plasma proteins in shock, 386 

shock, 390* 

-shock in extremity surgery, 390* 

—shock problem, 390* 

—studies on traumatic shock, blood vol 
ume changes in traumatic shock, 388 

treatment: 

—modern treatment of traumatic shock, 
387 

-pectin solutions in the treatment of 
shock, 390* 


~sympathetic shock in the treatment of 
local shock, an experimental study, 
390* 

SHOULDER 

—lesions of the musculotendinous cuff of 
the shoulder, exposure and_ treat- 
ment of tears with retraction, 363 

-observations on the function of the 
shoulder joint, 366* 

-pain in the shoulder and upper ex- 
tremity due to scalenus anticus syn- 
drome, 350* 

dislocation: 

—tenosuspension operation for habitual 
dislocation of the shoulder, 359 

SICKLEMIA 

—drepanocytosis (sicklemia) and an ap- 
parently acute surgical condition of 
the abdomen, report of their occur- 
rence in a white youth with lapar- 
otomy, 302* 

SIGMOID 
—endometriosis of the sigmoid causing 
intestinal obstruction, 327* 
SIGMOIDOSCOPE 
—Cantor sigmoidoscope, 323 
SKIN 

—skin as a source of systemic infection, 

265 
SKIN GRAFTS 

—early skin grafting of war wounds, 283* 

—evaluation of pedicle flaps versus skin 
grafts in reconstruction of surface 
defects and scar contractures of the 
chin, cheeks and neck, 284* 

—factors influencing the choice of skin 
grafts, 282 

—fibrin fixation of skin transplants, 279 

—immediate skin grafts on finger injuries, 
283* 

—primary skin graft for repair of trau 
matic skin loss, 283* 

—replacement graft in surgical treatment 
of lupus vulgaris, 284* 

—transplantation of skin, 283* 

—vascular prerequisites of successful skin 
grafting, a new method for the im- 
mediate determination of the ade- 
quacy of circulation in ulcers, skin 
grafts and flaps, 280 

SKULL 
fractures—See Head, injuries. 
SODIUM LACTATE 

—oral sodium lactate in the treatment 

of burn shock, 386* 


SODIUM PENTOTHAL—See  Pentothal 
Sodium. 
SPINE 
diseases—See Spondylolisthesis. 
fractures: 
—compression fractures of the vertebral 
bodies and other changes mistaken 
for them, 271* 
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fusion: 
—chip fusion of the low back following 
exploration of the spinal canal, 272* 
injuries: 
—cervical spine injuries, 271* 
—rupture of the fourth and fifth lumbar 
disks with bilateral sciatic pain, 271* 
—what the practitioner should know 
about spine injuries, 272* 
SPLEEN 
—abscess of the spleen, 339* 
—tumors of the spleen, 339* 
SPLINTS 
—description of an all-purpose rigid litter- 
splint, 404* 
SPONDYLOLISTHESIS 
—spondylolisthesis, a general considera- 
tion with emphasis on radiological 
aspects, 270 
STEEL WIRE 
—steel wire sutures, 257 
STOMACH 
—“lucite” gastrostomy tube for pouch 
dogs and possibilities for applications 
in man, 316* 


cancer: 

-an experiment in the early diagnosis of 
gastric carcinoma, 308 

—malignant tumors of the stomach, 306 

hemorrhage—See also  Gastroduodenal 
Ulcer, hemorrhage. 

—gastric hemorrhage, implications as to 
treatment, 313 

surgery—See also Gastrectomy; Gastroen- 
terostomy. 

—annual report on surgery of the stomach 
and duodenum for 1942, 304 

—bacteriologic aspects of gastric contents 
in the presence of surgical lesions of 
the stomach and duodenum, 316* 


tumors: 

—benign gastric tumors, 317* 

-fluoroscopic signs of posterior-wall 
tumors of the stomach, especially 
those signs developed by palpatory 
pressure, a study, 316* 


—tumors of the stomach, a case study, 
316* 
SUCCINYLSULFATHIAZOLE—See Sulfon- 
amides 


SULFASUXIDINE—See Sulfonamides 
SULFATHIAZOLE—See Sulfonamides 


SULFONAMIDES 

—chemotherapy in the management of 
acute appendicitis, 319 

—succinylsulfathiazole (sulfasuxidine) and 
the elimination of the Mikulicz oper- 
ation, 327* 

—sulfonamides in the treatment of 
chronic osteomyelitis, 360 

—use and abuse of sulfonamides in sur- 
gery, 263 
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local use: 
—report on the management of burns 
using the occlusive compression dress- 
ing, with sulfathiazole emulsion, 374 
—sulfathiazole in glycerine, 266* 
—sulfonamide absorption via the rectum 
and vagina, 266* 
—sulfonamide treatment of wounds, 266* 
—sulfonamides in fresh and contaminated 
wounds, mode of application, 262 
SURGEON’S GOWN 
—surgeon’s thumb gown, 261* 
SURGERY 
technic: 
—technical improvements and a decline 
in postoperative mortality, 240 
SUTURES 
—cotton suture material, importance of 
surgical principles, 258 
—steel wire sutures, 257 
-wound disruption and catgut allergy, 
an experimental and clinical study 
with a review of the literature, 260 
SYMPATHECTOMY 
—regeneration of pre- and postganglionic 
fibers following sympathectomy of 
the upper extremity, an experimental 
study, 274* 
SYMPATHETIC NERVOUS SYSTEM 
-sympathetic shock in the treatment of 
local shock, an experimental study, 
390* 
EMPERATURE 
—body temperature in shock, 389 
ENDONS 
—division of flexor tendons 
digital sheath, 366* 


within the 


—tendon transplants with metal nails, 
366* 
TESTICLE 
—teratoma of the testicle, metastasis to 
the epigastrium treated by bilateral 
orchidectomy, recovery, 342* 
PFHORACIC DUCT 


-injuries of the cervical thoracic 
276* 

HORACOPLASTY 

—thoracoplasty for tuberculosis, late re- 
sults, 288 

HORAX 

foreign bodies: 

—thorascopic removal from the chest of 
a broken anesthetic needle, 288* 

injuries: 

—experiences with chest wounds from the 
Pacific combat area, 285 

tumors: 

—huge intrathoracic fibroma, 295* 

—intrathoracic tumors as a problem in 
diagnosis, 295* 

rTHROMBOPHLEBITIS 

—dicumarol therapy in thrombotic emer- 
gencies, 257* 


duct, 

















SUBJECT INDEX 415 





problems of postoperative thrombo- 
phlebitis and pulmonary embolism, 
251 

THYROID 

surgery: 

exposure of the recurrent laryngeal 
nerves in thyroid operations, further 
experiences, 284* 

unsolved problems in the preoperative 
and postoperative care of patients 
with hyperthyroidism, 284* 

tumors: 

—congenital teratoma of the thyroid, 
case report, 284* 

TISSUE SPACES 

-submuscle pelvic tissue spaces, anatomy 

and clinical considerations, 261* 
TOURNIQUETS 

-preoperative measures used in war sur- 
gery in China with special reference 
to the delimiting tourniquet, 402 

TUBERCULOSIS 

pulmonary: 

-evolution of the treatment of pulmon- 
ary tuberculosis by mechanical (sur- 
gical) measures, 295* 

determination and treatment of pres- 
sure cavities in pulmonary tuber- 
culosis, 295* 

lobectomy in pulmonary tuberculosis, 
292 

thoracoplasty for tuberculosis, late re- 
sults, 288 

URETER 
—diversion of the urinary stream by 
cutaneous ureterostomy, 342* 
management of bilateral ureteral ob- 
struction, 342* 

ureterocele with prolapse through 
urethra, 342* 

—ureterocervical fistula, report of two 
cases, 342* 

JIRINARY TRACI 

—urinary tract changes with benign 
pelvic tumors, 342* 

JTERUS 

inversion: 

—conservative surgical treatment of 
chronic inversion of the uterus, 344* 

VAGUS NERVE 

—-threshold variations to vagus nerve 
stimulation, 288* 


a 


— 


VARICOSE VEINS 
—management of varicose veins in army 
personnel, 349 
—surgical treatment of varicose veins, 
346 
-varicose veins in soldiers, 347 
venography as an essential aid in the 
treatment of varicose veins, 350* 
VASOMOTOR NERVES 


—afferent vasodepressor nerve impulses 
as a cause of shock, tested experi- 


mentally by aortic-depressor nerve 
stimulation, 390* 
VEINS—See Varicose Veins. 
VERTEBRA~—See Spine. 
VITAMINS 

vitamin K: 

—new aid in control of hemorrhage in 
severe damage to the liver, transfu- 
sions of blood fortified by adminis- 
tration of vitamin K to donors, 335* 

WAR SURGERY 

—abdominal wounds in the Western 
Desert, 404* 

—burns incident to war, measures for 
their prevention and for treatment, 
285* 

—care of the injured in combat zones, 
404* 

—current trends in military surgery, 403* 

—early skin grafting of war wounds, 283* 

—early treatment of gunshot wounds of 
the face and jaws, case histories of 
patients treated during World War I, 
398 

—experiences with chest wounds from 
the Pacific combat area, 285 

—expereinces in war surgery in China, 
397 

—plastic surgery in combat and civilian 
casualties, 285* 

—preoperative measures used in war sur- 
gery in China with special reference 
to the delimiting tourniquet, 402 

—surgical care of the wounded in the 
United States Army, 400 

—time factor in war emergency surgery, 
description of a portable miniature 
operating theater for use on the bat- 
tlefield, 404* 

—treatment of battle casualties and street 
or industrial wounds of face, 397* 

—treatment of compound fractures 
aboard a hospital ship, 358* 

—treatment of war fractures of the femur, 
351 

—treatment of wounded in the combat 
zone, 404* 

—wartime fractures in the Navy, 358* 

—working rules in the field, some general 
points of interest, 404* 

WERTHEIM OPERATION — See Hyster- 
ectomy. 

WILMS TUMOR—See Kidney, tumors. 

WOUNDS 

—casein in the treatment of burns and 
wounds, 382 

—gunshot wounds of three presidents of 
the United States, 397* 

—Norfolk explosion disaster, 396* 

—treatment of burns and other exten- 
sive wounds with special emphasis 
on the transparent jacket system, 373 

—‘“war injuries” in civil practice, 397* 
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healing: 
—epithelization as affected by nickel pec 
tinate and other agents, 395 


—infectious processes complicating and 
sequelae to clean surgery, healing by 
first intention, 266* 

—wound disruption and catgut allergy, 
an experimental and clinical study, 
with a review of the literature, 260 

infection: 

—bacterial flora of fresh accidental 
wounds, 397* 


—immobilization and infrequent dressings 
in the treatment of wounds and in- 
fections, 392 

—sulfonamide treatment of wounds, 266* 

—sulfonamides in fresh and contaminated 
wounds, mode of application, 262 

—use of phytoncides in the treatment 
of wounds, 395 

war—See War Surgery. 

WRIST 

—carpectomy for intractable flexion de- 

formities of the wrist, 366* 
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